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ASEPTIC-THERMO INDICATORS 


For Absolute Sterilization Control 


A. T. I's are the only sterilizer controls available which re- 
quire a correlation of heat, steam and time—the 3 vital ele- 
ments in autoclave sterilization—for their reaction. 


A. T. |.’s are the only sterilizer controls manufactured speci- 
fically for checking the sterilization of rubber materials as 
well as fabrics. 


A. T. I.’s, only, fulfil the rigid specifications of quality and 
performance of the U. S. Government. 





BOOK OF 258 INDICATORS—$5. 


IN QUANTITIES OF SIX BOOKS OR MORE 





Canadian Agents: 


RANDOLPH N. HINCH 
86 Bloor Street West, Toronto 
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ALL-BRAN cleanses like a 
water-softened SPONGE 





























IT ABSORBS TWICE ITS WEIGHT IN WATER 


Kellogg’s ALL-BRAN is the natural laxative 
food that corrects common constipation due 
to meals low in “bulk.” 


This simple test shows how ALL-BRAN 
functions: fill a glass 4/5 full of ALL-BRAN. 
Pour water up to the brim of the glass. Soak 
15 minutes, and drain off excess water. Feel 
the water-softened mass. It’s much like a soft 
sponge. In fact, laboratory tests show that 
Kellogg’s ALL-BRAN absorbs at least twice its 
weight in water. 


Within the body, this water-softened “bulk” 
gently exercises the intestines and “sponges” 
out the system. Kellogg’s ALL-BRAN also pro- 


Eat 7elloggs ALL-BRAN 


regularly for regularity 
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vides vitamin B to help tone up the intestinal 
tract, together with iron for the blood. 


The “bulk” in Kellogg’s ALL-BRAN is much 
like that in leafy vegetables. But with many 
people, the “bulk” in fruits and vegetables is 
largely broken down in the system . . . and 
intestinal muscles get too little exercise. 
Gentle-acting ALL-BRAN fiber does not break 
down. So it is much more satisfactory. 


ALL-BRAN may be served as a cereal, or 
cooked into appetizing muffins, breads, ete. 
It is sold by all gro- 
cers. Made by Kellogg 






in Lendon, Ontario. 
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This One Thing we do 


@ The prophesied reward for better mousetrap- making has been 


the goal of manufacturers in many fields, including ours. 


@ As a young concern embarking on the quest, we reasoned that 


the chances of success would be enhanced by specialization. 


@ Thus, for 27 years, we have focused our attention on one thing — 
combining research and experimentation with the finest technical 


ability available. 


@ Viewed in retrospect, the soundness of this course is still evident. 
We must attribute our position in the confidence of the profession, 
and the increased distribution we enjoy each year, to the simple fact 


that concentration of effort has resulted in a better suture. 


DAVIS & GECK, INC., BROOKLYN, NEW YORK, U.S. A. 


OBTAINABLE FROM RESPONSIBLE CANADIAN DEALERS. 
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OTAN-STEEL 


LEADS 
THE 
WAY 


—lIn the Trend to 
MODERNIZATION 
Canadian Hospital Authorities 


are recognizing the superior 


QUALITY and VALUE 


of 


TAN-OTEEL 


EQUIPMENT 


STANDARD TUBE CO. 


LIMITED 
WOODSTOCK - - 
FURNITURE DIVISION 


ONTARIO 































How 


easily 
it rolls 
on— 


Bassick 


The Bassick 4-inch rubber-tired hospital 
bed caster with its special full-floating 
action (no sliding surfaces to create fric- 
tion) provides free, easy swivelling under 
the heaviest loads. Precision-made, dust- 
proof, self-lubricating . . . . yielding that 
dependable efficiency and long durability 
which alone can spell maximum economy. 





This series “49” can be supplied 
plain or ball-bearing, with or 
without extension stems, brakes 
and bumpers. 


Bassick, the world’s largest manufacturer 
of casters and floor protection equipment, 
makes over 10,000 different types and 
sizes of casters, to let you select just the 
right one for any job. Our engineering 
department and distributing organization 
are always at your service. 


Bassick Casters are Made in Canada by the 


Bassick Division of 


STEWART-WARNER-ALEMITE 


Corporation of Canada, Limited 
BELLEVILLE - - ONTARIO 
(Re RRR nessa 
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HEN your first G-E Inductotherm is placed in service, 

the favorable reaction of the medical and nursing staffs 
will parallel that of similar groups in similar institutions 
the world over. “Splendid”, they will say.. 

Then, the efficiency of the machine; the diversified and 
important uses to which it will be put; the economical and 
satisfactory service it will give, will earn for it the approba- 
tion of your directorate. “A fine investment”, the members 
will agree. 

Idle prophesies? By no means! Every hour of the day, 
every day of the week, every week of the year an Inducto- 
therm is being installed or is in use— somewhere. From these 
hundreds of cases we have learned what experience you 
may expect to have. As it has been with others—so will it 
be with you. 

Arrange, by writing to us NOW, for a really practical, 
non-obligating demonstration of the G-E Inductotherm—to be 
given before your staff, if you so desire. Address Dept. F82. 


GENERAL ¢2 ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. e CHICAGO, ILL., U. S. A. 
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The G-E Inductotherm pre 
ating of the deep Us 
etic induc- 


duces he 
sues by electromagn 
tion, which is acknowledged by 

' rvers to be the 


competent obse ' 
mosteffective method available. 


In treatment of local ares 
i nia; 
for alleviation of pneumonia; 


for production of electropy- 


rexia, the Inductotherm stands 


alone—at the top! 
Do not confuse it with other 
es offered for the same 


as; 


machin 


purpose. 
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Simpson’s Introduces The 


MacEKACHERN OBSTETRICAL TABLE 


Conceived and perfected 
by our good friend, Dr. ; 
Malcolu T. MacEachern, i 
Associate Director, The 
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Foot section dropped and head sec- 


tion rolled forward to lock in position 
for delivery. 



































The MacEachern Obstetrical Table offers a remarkable advance in 
the technique of obstetrics and is being introduced to Canada by 
Simpson’s. It may be raised or lowered to meet the level of your 
stretcher, and the patient transferred from the one to the other 
with a minimum of effort. This feature also facilitates the work 
of the obstetrician. 
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The Table not only provides the conventional Trendelenberg or 
sors sina tata shock position, but is designed to permit laying the patient FULL 


from high to low lithotomy, with the LENGTH while still in any desired angle of shock. 
Comper knee and foot rests. 














Further advantages of the MacEachern Obstetrical Table are shown 
in the illustrations at the left—features which permit of a high 
degree of cleanliness at the working end of the Table, ease of 
operation, and allow for freedom from confusion in the routine of 
the delivery room. Prices and full information on request from 
Simpson’s Hospital Contract Department. 


























Sold in Canada by 





This illustration shows the table ele- 
vated to its maximum height from 
the floor. 
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No building up of the foot end is 


aM HOSPITAL CONTRACT DEPARTMENT 
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NOW AVAILABLE IN CANADA 
St. Bartholomew's Hospital 


Operation Table 


Latest Model, with Improved Safety Mechanism for 
obtaining the Trendelenburg position 





HIS table is used throughout St. 
Bartholomew's Hospital, and_ in 
over six hundred other hospitals 
in all parts of the world. Built 
from suggestions made by Sir Holburt J. 
Waring, with subsequent improvements, 
it is a table suitable for all operations 
in a general hospital. 
A hydraulic oil pump, worked by a pedal 
lever, enables the heaviest of patients 
to be easily raised or lowered. The 
whole table top can be rotated freely 
on the base, a short lever fixing it in the 
desired position. The two heavy ball- 
bearing wheels at one end and a rotary 
ball-bearing castor at the other end 
permit of its being easily removed fromthe 
anzesthetic room to the theatre. The head 
and leg flaps can be adjusted to any 
angle by means of the fine adjustment 
spring lever and quadrant action which 
eliminates any possibility of injury to 
the fingers. 


A Children’s Model.can now be supplied. 


Other Fittings include : 


Lithotomy Crutches Shoulder Rests 
Adjustable Back Elevator § Douching Funnel 
ArmTable TwoArm Supports Pelvic Supports 

Head Support Head Clamp 
Instrument Table Aneesthetic Screen 
Sponge Rubber Cushions, €tc. 


Manufactured in England by ALLEN & HANBURYS LTD., LONDON 


Mlustrated booklet giving full particulars will be sent on application to 


ALLEN & HANBURYS Co. Limited, Lindsay, Canada 
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COTTON 
BALLS... 


Our Cotton Balls are made by 
machine, of the grade of cotton best 
suited for the purpose. The snow- 
white, long-fibre cotton is very evi- 
dent. It absorbs fluids readily and 
with great capacity. More eco- 
nomical than hand-made balls. 
Used exclusively by many large in- 
stitutions. J. & J. Cotton Balls are 
uniform in size and weight. Large 
size is popular for O B work; for use 
in hypodermic and subcutaneous in- 
jection, and for general skin cleans- 
ing; medium size for tonsil sponges, 
catheter trays, breast and nipple 
cleansing, and many other uses. 


(ohavrew Gohmrow Limited 
MONTREAL (/ CANADA 


World’s. Largest Makers of Surgical Dressings 
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Cyclopropane 


in the Amplon container 





Safe - convenient - economical 


THE HOUSE OF SQUIBB has made available Cyclopropane— 
the new anaesthetic gas—in a unique container, the Amplon.* 
The two-gallon Amplon is so small and so light that it can be 
carried in the vest pocket, yet contains sufficient gas for from 
one to three anaesthesias. 


The relatively small amount of gas which the Amplon 
contains makes for greater safety in its use. Furthermore, 
the Amplon is especially designed to withstand severe usage 
in handling. 


The use of Cyclopropane as an anaesthetic gas has been 
favorably reported by many competent anaesthetists. Griffith! 
states: ‘‘So far as our present experience goes, the latter (Cyclo- 
propane) seems to be a safe, controllable, non-irritating, non- 
toxic anaesthetic agent, permitting good oxygenization, 
pleasant to take, and providing satisfactory relaxation.” 


NOTE: Induction of anaesthesia with Cyclopropane should be at- 
tempted only by those trained in its use. For literature and further 
information address Professional Service Department, 36 Caledonia 
Road, Toronto, Ont. 


E-R: SQUIBB & SONS OF CANADA, Ltd. 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


1Griffth, H. R.: C poosopene Anaesthesia: A clinical record of 350 aan 
trations, Cand. M. Assn. J., 31:157 (Aug.) 1934 *Registered U.S. Pat. Off. 
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Group Hospitalization Prepayment Plan 


By R. T. WASHBURN, M.D., 
Superintendent, University Hospital, Edmonton, Alta. 


HE Group Hospitalization or Periodic Payment 
Plan has been in operation in Edmonton for two 
years ending July Ist last. This plan was adopted 
in an endeavor to find a solution to the increasing diffi- 
culty experienced by many patients in urgent need of hos- 
pital services who were not prepared to meet the expense. 
It was thought that by instituting a budgeting system for 
sickness both the patient and the hospitals would benefit 
thereby. People with only moderate means were not 
meeting their hospital accounts and in many instances 
were delaying medical advice fearing the cost and lessen- 
ing their chances of recovery. Hospitals were spending 
large sums of money in attempting to collect accounts and 
frequently were unsuccessful. 

With the introduction of a Group Hospitalization Plan 
not all of the financial worries of a hospital have dis- 
appeared. There is still to be solved the problem of the 
indigent, the transient, the delinquent, and all those in our 
large rural population who by the depression and no fault 
of their own are unable to provide for their hospital care. 
It does mean however, providing the scheme is solvent, 
that the individual with only small means who has sub- 
scribed to the Plan has provided for his sickness for a 
limited period of time, has a greater sense of security, has 
a friendly interest in hospitals rather than a fear of hos- 
pitalization and the participating hospitals are better off 
financially. 

In substance Group Hospitalization is a wider applica- 
tion of the thought contained in Hospital Contracts, which 
have existed for many years in mining centres, where 
mining employees are assessed a fixed sum in return for 
which they are given hospital service as required. 

The present widespread interest in Group Hospitaliza- 
tion is, therefore, not accidental or of recent or merely 
temporary interest; on the contrary it reflects a funda- 
mental social need which has been recognized for a long 
time. 


The Origin of the Plan 


For a number of years back individual hospitals in Ed- 
monton considered launching on a scheme whereby indi- 
viduals or groups of individuals could subscribe towards 
the costs in connection with hospitalization but each real- 
ized, particularly in following developments of the various 
plans promulgated in the United States, that as far as pos- 
sible a plan of this nature should include all hospitals of 
standing in the community. It was contended that parti- 
cipation by hospitals in Group Hospitalization should be 


_ co-operative rather than competitive. It was by the for- 


mation of The Edmonton Hospitals Advisory Council, 
instituted to eliminate competition, and to work out ways 
and means of solving common hospital difficulties and 
problems in connection with community relations, that a 
Group Hospitalization Prepayment Plan came into exist- 
ence in Edmonton. It was by the efforts of the Study 
Committee of the Hospital Council that Edmonton to-day 
has one of the few, city wide plans in Canada. 
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At the commencement of the plan it was found neces- 
sary to form a Group Hospitalization Board which to-day 
is comprised of a representative from each of the parti- 
cipating hospitals. The members of this Board, who inci- 
dentally act without remuneration, realized that a Plan of 
this nature must fulfil two distinct and separate obliga- 
tions. The Plan should operate so that the hospitals re- 
ceive adequate remuneration for their services, and 
secondly, subscribers should be entitled to and guaranteed 
certain specified services. 

Some of the problems met in the Board’s original sur- 
vey centered around determining an approximate idea of 
the cost of operating the Plan, fixing the amount of ser- 
vices to be rendered subscribers, and deciding on the basis 
of remuneration to the Hospitals. 

It was felt that the Plan must be self supporting from 
the start, and this thought was carried forward in the 
Board's efforts to arrive at expected operation costs. It is 
a known fact that collection costs, on the majority of out- 
standing accounts, will aggregate 25% of the account. 
Since this plan was to dispense as far as possible with 
collections following hospitalization it was agreed that 
sufficient funds could be realized for expenses and salaries 
from 25% of the funds collected from subscribers. 

The first obstacle, that of determining operation costs, 
overcome, it was then a matter for the Board to try and 
arrive at a fair contract to be offered the subscriber. That 
this was done there is ample evidence. For the first year’s 
operation the hospitals, willing to give the plan every op- 
portunity to become established, undertook to accept if 
necessary, a reduced rate for their services, if the finan- 
cial standing of the plan demanded this action. This course 
was found unnecessary. 

Through a survey which was undertaken prior to the 
adoption of the plan, it was revealed, that in Alberta ap- 
proximately one person in every ten was hospitalized with 
an average stay in hospital of eleven days. This average 
was determined after a study of records over a period of 
years. No actual figures were obtainable for the city of 
Edmonton, but it was presumed that the same average 
would apply there as elsewhere in the Province. It was 
on this average that rates and benefits were set in the 
original draft of the Hospitalization agreement. 


The Basis of the Plan 


The Group Hospitalization Plan, which the four Ed- 
monton Hospitals endorse, is a Periodic Payment Plan 
under which groups of individuals contribute equal 
amounts to a common fund to be used for purchasing 
hospital services when needed. The participating hospitals 
individually guarantee to provide care which is specified 
in the agreement, for any enrolled subscriber or de- 
pendent. 

Under this agreement provision is made for the render- 
ing of certain services in return for payment at a specified 
rate and this is to be distinguished from arrangements 


_ 
w 








made by insurance companies which collect premiums or 
dues and make each payment to policy holders or re-im- 
burse them for loss incurred during illness. 

Doctor's fees are definitely excluded from the Group 
Hospitalization Board’s contract and the arrangement of 
professional fees between physician and patient is still left 
as a private matter which is not affected by the plan nor 
does the plan’s operation change in any way the normal 
relation between physician and patient. 

Subscribers under the plan have free choice of hospital 
and free choice of doctors; nor is the choice limited or 
designated at the time of enrollment, this matter being 
left free to the individual at all times. The plan does not 
embrace individuals but has confined its operation for the 
enrollment of groups of working people and their depend- 
ents. 

The only restrictions to membership are thirty days 
waiting period in lieu of medical examination, three 
months for elective operations, and nine months in the 
case of confinement. 


How has the Plan Worked? 


During the first year of the plan’s operation in the 
city, 6.5% of the plan’s membership received treatments 
in the following proportions: Members, that is the em- 
ployed person, 5; adult dependents, that is wives and chil- 
dren over fifteen years of age, 8.8% ; child dependents, 
6.6% ; and wives of non-subscribing members, 3.7%. 
The average stay in hospital for those hospitalized was 
9.08 days. A comparison of these figures with the original 
expected average showed a favorable balance in favor of 
the plan on which it is presumed that it may be able to 
operate at a safe margin. In studying these figures it must 
be borne in mind that membership in the plan was not 
high during the first six months of operation and that un- 
doubtedly morbidity rates were adversely affected due to 
the fact that of those admitted, a number suffered from 
illness of long standing. 

In the first year of operation very little information 
concerning the financial security and set up of the plan 
could be obtained due to the small enrollment of members 
and the limited scope to which funds had been taxed by 
claims presented on behalf of beneficiaries. This picture 
has been entirely changed during the second year. Accord- 
ing to the Annual Report of the second year’s operation 
of the plan there was a gain in membership of 178.8% 
and again in collections of 215.90%. Encouraging as 
these figures are the increase in claims was 344.3%. This 
increase is accounted for chiefly as a result of the fact 
that patients requiring hospitalization during the past 
year increased from 1 to 15.4 enrolled in the first year to 
1 in 13 enrolled in the second year and the length of stay 
of patients increased from 9.08 days to 10.37 days. 
These figures indicate that the average sickness requiring 
hospitalization and the average length of stay in hospital 
has not as yet reached the average in the province. The 
distribution of this increase in the various classes of pa- 
tients indicates that there was practically no increase in 
hospitalization of the wage earner with 5% the first year 
and 5.2% the second. On the other hand there was a 
considerable increase among dependents. Adult dependents 
increased from 8.8 to 13.3%. Child dependents increased 
from 6.6 to 6.8%, and wives of non-subscribing members 
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from 3.7 to 4.3%. Results of the second year’s operation 
of the plan showed no cash reserve for the year after all 
claims had been paid, neither was there a deficit. It was 
felt that as considerable leniency had been extended to 
beneficiaries in the matter of chronic disabilities and elec- 
tive operations and that by tightening up on these and ad- 
hering strictly to the agreement the plan was on a sound 
financial foundation. Even should the incidence of hos- 
pitalization increase beyond actuarial soundness the fact 
must not be lost sight of that it is costing the hospitals 
nothing for collection of these accounts. 

Those people who have obtained benefits under the plan 
have saved substantial amounts without injury or preju- 
dicing the finances of the plan and the beneficiaries are 
more than satisfied with the bargain and with the treat- 
ment accorded them in hospital. 

Aside from any financial saving there is another factor, 
and an important one, to be considered. Subscribers in 
need of attention have readily received care, and they 
avoided what might have been costly delay which usually 
attend the worries or fear of the expense involved. Dur- 
ing a patient’s stay in hospital, no questions have ever 
been raised regarding the limit of stay, nor has any mem- 
ber or dependent ever been inconvenienced in seeking ad- 
mission to any of the participating hospitals. 


Public Reaction to the Plan 


In promoting the plan it was a revelation to find such 
a large number of people who still rgarded hospitals as a 
place for only those patients with a serious illness or in- 
jury. This condition is rapidly changing as this plan be- 
comes more widely known. At the outset the promoters 
received very little co-operation from employers, or em- 
ployees either, for that matter. These people viewed the 
plan with suspicion, but with careful promotion, honest 
dealing with the individuals on the part of the hospitals, 
and as the benefits and worth of the plan became better 
recognized through experience, those same people who 
once blocked the promotors’ efforts, are now listed 
amongst the plan’s strongest allies and supporters. 

At the end of the first fiscal period it was decided that 
some leniency should be shown towards accident cases, 
which fell within the initial thirty days waiting period. 
Upon application to the Board, and at the Board mem- 
bers’ discretion, this period was waived for bona-fide 
cases. This decision has met with uniform approval by 
the members at large. It may be argued in some quarters, 
that thirty days hospitalization, the limit under this plan, 
may be insufficient, but the sponsors of this plan have not 
considered changing this period as yet, and in view of the 
fact, that out of the cases treated last year, only one went 
beyond the limit provided, there does not appear to be any 
necessity for changing this limit. The operation of Group 
Hospitalization in Edmonton has proven many things to 
the sponsors of the plan, and undeniably it has served to 
show that the Edmonton hospitals have recognized, have 
met, and have kept abreast of a real community need, by 
removing the burden of hospital expense from the average 
citizen. It is the opinion of the Board, after two years 
operation, unless something unforseen happens, that a 
plan of this nature carefully handled can be safely oper- 
ated on a self supporting basis, allowing a maximum of 
25% for expenses and leaving 75% of funds with which 
to pay claims. 
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STAFF EDUCATION 


By ETHEL JOHNS, Reg. N., 
Editor, The Canadian Nurse 


ROM time immemorial, a program of staff educa- 

tion has been carried on in hospitals. But we did 

not use so ambitious a term. We called it, “learning 

on the job.” Nurses were prepared in a hit-or-miss fash- 

ion for positions of responsibility, the underlying motive 

being the improvement of the hospital service rather than 

of the nurse herself. The staff conference is a case in 

point. At first these conferences were quite simple, though 

sometimes extremely painful. I remember one young 

superintendent who said that her first conference gave her 

an idea of what it would be like to have an operation 
without an anaesthetic. 


Staff conferences are not always as depicted in the hos- 
pital magazines; a group of morning stars singing to- 
gether. They are sometimes an orgy of fault-finding at 
which the nursing service gets the worst of it. The staff 
conference, as such, is not in any true sense an educative 
process. But it does make a beginning. It brings depart- 
ments together. It gives the head nurse a chance to look 
at the head of the laundry and to have the head of the 
laundry look back at her. Presently the head nurse begins 
to understand why the clean’ linen was late and why radi- 
ators make noises which cannot immediately be stopped. 
The engineer begins to understand that it may be neces- 
sary to keep the radiator going and the windows open. In 
other words, the staff conference makes the wheels of the 
hospital revolve more smoothly. It is an eminently prac- 
tical thing. It benefits those who give and those who take, 
but it is not educative in the broad sense. 


Most of us believe that an executive, a really good ex- 
ecutive, like a really good teacher, is born and not made. 
On the other hand, she may be either developed or frus- 
trated by the people responsible for directing her. Let us 
see what we have been doing, more or less unconsciously, 
to try to develop nurse executives. Any wise superin- 
tendent of nurses looks over her staff and gives Miss So- 
and-So an opportunity in a certain department because 
she feels that later on she may be able to take some definite 
responsibility in that department. She tries her out and 
perhaps even allows her to assume charge when the reg- 
ular head is away. She watches her and nurses her along. 
That is staff education. 


Now, let’ us look at the broader field of staff education. 
In some of our hospitals there already is a deliberate plan 
to improve, to educate, to help our graduate nurses. Super- 
intendents of nurses will agree that no program can hope 
to succeed in any hospital unless the women who are going 
to participate want it themselves. Sometimes they do not 
want it but would prefer to dance and amuse themselves. 
After all, why not? They are young! And it is possible 
that they may be reaching out after something else than 
“lectures”, something definitely cultural in its values, 
something which has no direct connection with nursing, 
but which they know would enlarge their mental horizon 
and stimulate their imagination. What has been tried? 
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Exchange of Nurses 

One experiment is now being tried out which is being 
watched with great interest, and that is the form of staff 
education which is effected by exchanging nurses from 
one hospital with nurses from another. That plan is 
being carried on under the auspices of the Canadian 
Nurses’ Association, in a modest way and has some inter- 
esting implications. 

There are now in Canada nurses from New Zealand, 
Australia, Norway, and England, all getting experience 
as staff nurses, and some formal education along with it, 
under a scheme which drew them from the far corners of 
the earth. Obviously the chief value of this exchange does 
not lie in the learning of nursing techniques, which after 
all are much the same in all countries, but in the fact that 
it opens the windows of the mind to live in a country 
other than your own, even to struggle with a language not 
your own. 

It will be claimed, and I think rightly, that these pro- 
grams are more likely to be successful when they are ap- 
plied to the teaching aspects of nursing. Then the hos- 
pital will retort: ‘We don’t want to develop teachers; we 
want to develop administrators.” And the hospital is 
right. But the hospital will have to face this situation: 
every head nurse, though she may be primariiy an admin- 
istrator, is, whether she wants to be or not, a teacher. And 
some of the most effective teaching is given quite uncon- 
sciously. 

There is a need for an interchange of nurses between 
different hospitals within a city or province. But, if we 
send our nurses to a new hospital environment, are we 
sure that they are going to get the sort of experience that 
we want them to have? It has been my privilege to have 
the direction of students overseas and also in this country 
for whom such opportunity was sought, and as yet there 
are relatively few hospitals, even where an elaborate 
teaching program is being carried on, where you can be 
certain that a young nurse seeking experience on the 
wards will really get it. Why? Because the hospital load 
is heavy and because the care of the patients and the ad- 
ministration of the ward must come first. The observer 
sits in a corner; if she is alert she may see something. 
On the other hand she may feel (and students often do) 
frustrated and bored because there is no one to put her in 
touch with the valuable opportunities which she knows 
are there but does not quite know how to utilize. The 
student herself may not know what to look for and there 
is need for developing in our hospitals someone who is 
able to separate the essential from the non-essential, the 
interesting from the dull, the unusual from the repetitions, 
and thus to make the experience worthwhile. It cannot 
be done by a busy hospital head nurse and carried along 
with the rest of her duties. 

I stress field work because I do not believe that it is 
possible to develop executives unless they know how it 
feels to be “on the job’. They get a great deal through 
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university courses, from cultural reading, from direction 
along this, that and the other line; but there is no way to 
get the thing under your skin unless you “take the buffet 
and cushion the shock.” You don’t learn these things by 
observation entirely, though you do in part. You learn 
them by experiencing them, and there the hospital comes 
in. 


We must not jeopardize our patients by allowing  re- 
sponsibility to be taken by young women not yet ready to 
handle it, and yet as I look about our country and see the 
terrific load that we place on the student head nurse, the 
wicked amount of responsibility that is placed, in too 
many instances, on student nurses, almost unsupervised, 
at night, I think we need not be too anxious about giving 
a bright, young, and alert graduate a little more rope. 


Supplementing Experience with Theory 


You must be certain that your staff nurses are not too 
dead tired to profit by anything except a bed where they 
can put their feet up. It is useless to give tired women 
the best course of lectures in the world. I know of no 
group of students who are what I would call “lecture- 
resistant”’ to the point that nurses are. 


I can illustrate that by a little story: In one of our large 
Canadian hospitals they have a good course for their 
young student nurses on “Professional Problems” and I 
was asked to speak to them. These were charming girls, 
in their senior year, thirty or forty of them, bright, pretty, 
alert. Sitting right in the front row was one young thing 
who never took her eyes off me during the whole of the 
twenty-minute talk. I thought to myself: “There is a 
young soul which I have really kindled,” and went away 
with a distinct glow. About two weeks later, the same 
earnest young soul turned up in my office and said, “I 
came down to ask something about the Canadian Nurses’ 
Association and I was told I had better ask vou about the 
Journal. I said: “Were you at the meeting the other 
night”? “Oh yes, I was there”. Not one single thing, 
though I had poured out my soul before her, not one 
thing had stuck. I finally asked her, “Did you hear any- 
thing I said?’ And she replied, “Well, you know, I was 
the chairman of our graduation dance and I had a lot to 
think about.” 


I have found that there are a good many “chairmen of 
the graduation dance” in any nursing audience. We have 
been so bludgeoned by the lecture method all through our 
training in most schools that we can give the appearance 
of listening when we are not. Whatever form your pro- 
gram in theory is going to take, don’t confine it to the 
lecture method. Either you must have a lecture course so 
arresting that they cannot possibly think of the “gradua- 
tion dance” or its equivalent, or you must somehow ar- 
range that they themselves participate. There must be at 
some point in that course, and at intervals all through it, 
physical as well as mental activity. 

If staff education is to be of any use at all, it must draw 
out the capabilities of these young women; in other words, 
make them participate, and do things. How can that be 
done? I am not speaking here of large cities that have 
tremendous resources, I am thinking of the smaller towns. 
It is no use giving a repetition of the undergraduate course 
or having men come in and give a re-hash of the lectures 
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already given in the School of Nursing. The program has 
got to take another and more vital form. 

In my experience, one of the things that does interest 
is something like a jury panel or a mock trial. A group of 
nurses once had a “trial” of a certain authority whom 
they considered stiff in her attitude towards them. It was 
extremely good tempered and funny and it brought out 
some excellent points in administration. 


There is a great deal to be said for co-operation on the 
part of a group of hospitals in a given centre, visiting 
from one to another, putting on demonstrations, in which 
they have the satisfaction of showing “The General” or 
“St. Joseph’s” how much better they are than the “Gen- 
eral” or “St. Joseph’s respectively. Bring in the human 
motive of competition. Above all, remember that these 
women are young. I have always felt that no woman is 
fit to be a superintendent of nurses if she has completely 
forgotten how it feels to be twenty-three. Let us suppose 
that three or four hospitals have decided to pool their re- 
sources, and that A, B, and C, will put on demonstrations 
or lectures? These hospitals should be willing to spend a 
little money as well as effort to build up staff education. 


I sometimes wonder whether we should not interest 
both the physicians and the hospital administrators far 
more if we could occasionally catch one of them and just 
let him see something of this kind going on. I was brought 
up in North Wales and we had a little donkey that was 
the pride of our hearts and which we used to take out 
along the winding roads. It was long before the days of 
automobiles, but, as we went along, we did occasionally 
meet that terrible monster, a traction engine. Whenever 
that donkey was confronted with that traction engine he 
used to go into a sort of a trance with his four feet 
stretched out, and his head bowed down as in an attitude 
of deep thought, or prayer. He didn’t in any way an- 
tagonize the traction engine; he didn’t attack it, he didn’t 
even try to escape it. All that he did was to pretend it 
was not there. 


This is what the administrators and the medical men are 
doing with regard to nursing education. They don’t 
attack it, at least not much; they don’t fight it, unless they 
think they can get away with it. They ignore it; it is 
simply not there. They think that if only they can ignore 
it long enough it won’t be there. But it is there, to stay. 
And we nurses have our traction engine, that is the sub- 
sidiary worker, in hospitals and out. For years, the nurs- 
ing group, when confronted with the question of the non- 
professional worker has put out its feet, bowed its head 
and tried to pretend she is not there. We have got to face 
our traction engine too. 

But let us get back to staff education. I am not going to 
put forward any detailed program. I am simply going to 
reiterate that there are certain things that are essential to 
success. First, there must be direction, a guiding mind. 
Second, there must be a group that are willing to sacrifice 
a certain amount of time and leisure, but not too much. 
Third, you must not confuse and duplicate similar work 
being done under other auspices. Fourth, you must get 
the interest of your medical men and hospital administra- 
tors, because without that there is no true staff education. 

The hospital is an educational institution. If not a 
single lecture were given in it, it would still be one of the 
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greatest of schools. Certainly no one with any kind of 
heart or intelligence can live in such an environment and 
not learn. 

Yet a young general duty nurse said to me: ‘They are 
talking about having a program of staff education, but 
what is there in it for me? Salaries are poor; there is very 
little chance of promotion. Would it be worth making the 
sacrifice?” We need to think of the general-duty nurse, 
her scope, her possibilities. There is raw material for 
your staff education. It is from among these girls that 
the head nurses of to-morrow are going to be drawn, and 
it is to them that the appeal must be made. 


The hospital is one of the vital institutions of learning 
in this or any other country. Education of some kind is 
going on in every hospital whether you realize it or not, 
and you are not long inside the door before you know it 
is. Staff education is not confined to the nursing group. 
It is participated in by everyone from the Board of Di- 
rectors down. Either it is rationally and deliberately plan- 
ned, or it is haphazard. There is no discharge in this war. 
It goes on. Let me leave one thought with you: Staff 
education to be of any use at all should be enjoyed and 
enjoyable. , 


Address, Ontario Hospital Association, Toronto, October, 1936. 





Hospitalization—From the Municipal 
Viewpoint 


By F. LANSDOWNE BELYEA, C.A., C.P.A., 
Saint John, N.B. 


HE great question of over-expenditure in munici- 

palities must be grappled with and overcome, or it 

will overcome us. It is an almost universal com- 
plaint that revenue will not equal expenditure; that is the 
reason why so many of these municipalities cannot pay 
their hospital and sanatorium bills. 

This subject is a strange one to be brought before you 
by an auditor, one who is supposed to be merely a checker 
of figures, and I confess that for several years I was that 
kind of an auditor. In examining the books of many muni- 
cipalities I was simply performing a mechanical duty. 
Gradually, these figures of revenue and expenditure came 
to take on form and life, telling stories of toil and struggle 
in the fields and forests and in business before the moneys 
were gathered for the general fund. They meant services 
rendered to almost every section of the people, to care for 
the sick, the insane, the poor, and all those who were un- 
able to carry their own burden; they meant that justice 
would be administered. This tells the story of how I be- 
came a student of municipal affairs and public finance; I 
found. it very fascinating, and I have for over twenty 
years continued to be a student of municipal affairs. 


Lack of Legislative Foresight 


Twenty years ago municipal affairs were conducted in 
a dry-as-dust manner—the principal aim of municipal 
governments was to keep down both valuation and taxes; 
there was a general impression that taxes were terribly 
high; the main object was to levy as little as possible, to 
spend as little as possible on the most worthy objects, then 
go home and forget about it for a year and leave the 
County Secretary to receive and dispense cash and to 
worry along as best he could. 

At that time there was little intelligent planning for the 
future, no levying aside for a rainy day, no accumulation 
of reserves, and this continued even up to the year of the 
financial and industrial crash—1929; that storm broke 
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upon the municipalities as upon the rest of the world and 
found them without reserves or preparation of any sort, 
not even adequate legislation to deal with such a crisis. In 
many cases there were large bank drafts and good-sized 
bank loans instead of reserves. Perhaps the worst feature 
affecting the municipalities was that legislation had not 
kept pace with economic and social changes; with a few 
exceptions, social legislation had remained the same, tak- 
ing no account of these mighty changes. One of the first 
to grasp the situation was our present Minister of Health, 
Hon. Dr. W. F. Roberts. Most of you know his unre- 
mitting toil and sacrifice more than decade ago, and of the 
splendid Health Act which came into being by his efforts 
—that was advanced legislation then. 

Increasing Costs 

Health costs in a county mean much more than hospital 
costs; they mean medical care of prisoners; of alms re- 
cipients, of those unable to pay for medical or surgical 
care, of Board of Health expenses to suppress and detect 
disease and epidemics; these things are frequently lost 
sight of, and I speak of them when dealing with the prob- 
lem of health expenditures as a whole. 

A more thorough knowledge and administration of 
health measures have resulted in increased numbers of 
patients going annually in the sanatoriums and hospitals, 
and this is increasing steadily. Simultaneously, the num- 
ber of lunatics domiciled has seemed to grow each year, 
the annual cost of the administration of justice has be- 
come larger, alms expenditures have slowly grown. Then 
came direct relief in 1932, and a new era opened; its con- 
tinuance placed a burden upon many municipalities that 
could not be sustained with all other costs also mounting. 
Lumbering, fishing and agricultural returns fell off in 
some counties, doubling the financial difficulties of many 
councils as tax collections also diminished. 

In an effort to keep floating, some unsound financing 
was resorted to, bringing with it extra interest and fund- 
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ing charges. Almost all relief has been the subject of bond 
issues. Is it any wonder that to-day large sums are owing 
from municipal bodies to hospitals and sanatoriums? Con- 
sider the plight of the hospital not heavily supported by 
the government. Such hospitals have not been able to re- 
fuse patients from nearby counties ; large bills that are yet 
unpaid have been accumulated over the last year or two. 
This means that such institutions are only receiving a 
fraction of their required revenue and consequently are 
placed in a dreadful position. That is not as it should be. 
They certainly should be protected to the same degree hos- 
pitals and sanatoriums are supported by the government. 
In some of the larger general hospitals of our province, 
some 60% to 65% of the normal revenue is lost because 
patients cannot pay, and now some of the municipalities 
rank heavily in the debtor class also. 

Speaking of free care, it is a fact that there is a very 
great deal of free care and treatment given by the medical 
profession. That is another thing that does not seem quite 
right. It seems to be one of the penalties of our times. 

Reference has been made to the tremendous advance in 
the burden of hospitalization and health costs upon the 
municipalities. Here are three examples—we will call them 
Municipalities “A”, “B” and “C”. These will show you 
what is happening :— 

Municipality “A”’ 











1930 1936 
Boeritals .n.cssccccrecess, $ 4,019.00 $ 5,603.00 
Sanatoriums ............ 5,664.00 17,467.00 
ee, ee 1,199.00 4,636.00 
$11,082.00 $37,806.00 
Municipality “B” 
1930 1936 
Hioepttals .................. $ 5,495.00 $ 8,488.00 
Sanatoriums ............ 4,037.00 8,807.00 
Doctors ......0..0.0.00000. 161.30 310.00 
$ 9,693.30 $17,605.00 
(a fairly healthy municipality ). 
Municipality “C” 
1930 1936 
| ee $ 5 239.00 $ 6,151.00 
Sanatoriums ............ 2,610.00 10,314.00 
NID. riiceecccinteu: eodecaalosen 366.00 
$ 7,949.00 $16,821.00 


There is a general increase of about 150% in five years 
in these municipalities, and I could name you many more. 
I could tell you of municipalities in Nova Scotia that 
haven’t paid a hospital bill for two years. Moreover, this 
is only one item. We have had an increase in direct relief, 
in alms, and a grave increase in the administration of 
justice. 

Health service and hospitalization for the poor were, 
until recent years, treated exclusively as parish matters, 
simply charity or alms. But the problem of parish health 
soon became the problem of national health, and emerged 
from its parochial status to become one of state-wide im- 
portance. To-day, most health legislation requires the 
strong parishes to support the weak ; but both the practical 
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and financial aspects of this question demand that it be 
taken over and administered by the state, which should 
assume any expenses beyond the capacity of the munici- 
pality to pay. 

I am not one of those who say “the government should 
do this, and the government should do that.” In the last 
analysis the government can only function according to its 
revenues and a wise use of credit. Both major and minor 
jurisdictions of government seem to be faced with an 
overload of expense and demands, and if our provincial 
government is to assume any other field of expenditure, 
it must look for further sources of revenue. Strange to 
say, from 20% to 35% of our revenue in this province is 
made up of taxes, direct and indirect ; that is, if a man is 
earning $5,000, $1,250 is not his at all, and yet the people 
in this province are in one of the most lightly taxed prov- 
inces in Canada. The reason is that in almost every other 
province there is a provincial income tax, and, in many 
cases, this has just doubled the Dominion income tax. The 
same is true of corporations—we have no provincial cor- 
poration income tax—and municipal taxes are not on as 
as high a scale as in many other provinces. We think we 
are overtaxed, but just for the sake of comparison we will 
refer to Manitoba. They have there a provincial tax upon 
wages in Manitoba, which is in addition to the other muni- 
cipal, provincial, and federal taxes. It is deducted from 
the salary of employees and is collected by the employer. 
Can you imagine such a procedure. 

Naturally, it would be difficult indeed for the stronger 
municipal governments to keep up with any additional 
hospitalization or health costs and quite impossible for the 
weaker ones to face the present cost. Neither the province 
nor the municipalities have funds available for these ex- 
penses. How, then, are they to be paid? It seems inevit- 
able that new sources of revenue must be found if either 
jurisdiction is to shoulder the responsibility, and that the 
federal government must, in some way, share in this re- 
sponsibility for national health. 

These facts I have gathered from practical experience. 
Working as I do, for seven or eight hospitals and for a 
number of municipalities, I find that our governments are 
having just about as serious a financial situation as one 
could envision, and they have no funds. whatsoever avail- 
able for any such unusual strain as this. Their only hope 
is to go out and find ways and means to get other income. 
Their credit is still strong, but some of the municipalities 
have come to the point whence credit will go no further. 
They will soon be insolvent. 


Conclusions 


That moral and administrative responsibility for in- 
digent patients’ care is broader than the Jurisdiction of 
either Parish or County. 

That municipal finances are breaking down under the 
weight of these and other social expenditures. 

That general hospitals, not wards of the government, 
should be rated with government supported institutions in- 
sofar as the care of sanatorium patients, at least, is con- 
cerned, 

That legislation is in order to bring these changes into 
being. 


From Mr. Belyea’s address to the New Brunswick Hospital Associa- 


tion, September 10th, 1936. 
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A Symposium on “Hospital Charts” 


|. The Record Librarian’s Viewpoint (January) 
Il. The Medical Viewpoint (this issue) 
Il]. The Legal Viewpoint (March) 


II. The Medical Viewpoint 


By HARVEY AGNEW, M.D., 
Secretary, Department of Hospital Service, Canadian Medical Association 


N discussing clinical records from the medical view- 

point one must undertake the difficult task of develop- 

ing compound eyes wherewith to view this subject 
from the many vantage points collectively termed the 
“medical espect.”” As the doctor’s primary concern is the 
welfare of his patient and, a close second, that of scientific 
progress, the deep interest of the profession in, and actual 
dependence upon, clinical records may be taken for 
granted. What is the medical interest in, and attitude to- 
wards, the hospital chart ? 


Of What Value are Medical Records? 


First of all, let us ask ourselves, of what value are our 
medical records? And I can assure you that I have been 
asked this question in every province in Canada. As fre- 
quently filed, they are not worth much, but, when properly 
and conscientiously completed, they have several distinct 
values : 

(a) As a patient's record: While this is perfectly 
obvious, the real value to the patient is seldom realized 
until some dramatic incident, perhaps years later, illus- 
trates the absolute necessity of clear and explicit clinical 
records. A frantic long distance query from a distant 
city about an admission ten years ago, if answerable, 
may save some patient a needless laparotomy and per- 
haps his life. There is an old Chinese proverb that 
“The faintest ink is more lasting than the strongest 
memory.” 

But the patient does not have to wait years to reap 
the benefit. To quote Dr. Bachmeyer, “The greater 
accuracy that is sure to follow when records are com- 
plete . . . insures a higher quality of medical service in 
consequence of which greater benefits accrue to the 
patient.” 

(b) Analysis of Staff Work: Thanks to the stimulus 
of the American College of Surgeons and other organ- 
izations, staff records are being analyzed as never be- 
fore. Records Committees and their librarian staffs in 
our better hospitals are spending hours each month 
breaking down records of the clinical work to furnish 
essential data for an appraisal of the work being done 
and results obtained. Only by such checking and cross- 
checking can the medical staff estimate what progress, 
if any, it is making collectively and individually. Na- 
turally the value of the staff meetings is dependent to a 
large extent upon the thoroughness of the clinical 
studies reviewed. 

(c) In research: More and more hospital staff mem- 
bers are reviewing records in connection with research 
studies. This is almost a routine in teaching institutions 
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now, but the practice is spreading in our non-teaching 
hospitals. Undoubtedly more history files would be 
studied in many of our hospitals, were the records 
worth dusting off; it is very discouraging to collect 
thirty or forty records and find all but five or six too 
abbreviated to be of any value for analytical tabulation. 

A carefully cross-indexed records file is a joy indeed 
to the staff doctor with an enquiring scientific mind. 
(d) For medico-legal use: A leading surgeon once 
said to me, “Let a doctor once find himself dependent 
for a defence in a lawsuit upon a history chart upon 
which he failed to record certain very important details 
essential to that defence, and he will never again say 
that writing records is a waste of time.” Not only the 
doctor’s reputation and bank account, but the interests 
of the patient and the welfare of the hospital may de- 
pend upon the information which is, or should be, re- 
corded on the cliart. 

(e) The Teaching of Medical and Nursing Students: 
The value of good records for such case studies is most 
obvious. 


The Obtaining of Records 


From the viewpoint of the record librarian, the greatest 
single problem is usually that of getting the clinical record 
in black and white on the chart. From the viewpoint of 
the staff member, there may be several extenuating rea- 
sons for this tardiness. A doctor’s work is never done and 
with so many things to do, some of them urgent, it is only 
a human reaction to put off until to-morrow the, to him, 
tedious job of writing records. You know most men, 
once they get married, let their wives do all the leter-writ- 
ing. A crowded schedule or the absence of recording 
facilities in the operating suite or near the doctors’ room 
may permit the psychological moment to pass. 

Records are obtained in various ways: 

(1) The doctors may write their own records. This 
is necessary in smaller hospitals where there is no one 
else to write them. Even in many hospitals with elab- 
orate set-ups, the attending doctor often writes his own 
follow-up notes to save time. 

(2) If interns are employed, such usually write the 
histories and do the physicals on public ward patients. 
Whether they do this on private patients depends upon 
the practice of each particular hospital. However, in 
this province, of 118 public hospitals only 22 are ap- 
proved or are recommended for internship; at most not 
more than 28 or 30 hospitals have interns the year 
around, the other hospitals having to get along without 
them. 
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(3) Some of our better organized hospitals supple- 
ment the record librarian staff proper with “ward 


secretaries.” These young women take dictation from _ 


the attending staff or the interns and residents, do fol- 

low-up correspondence and are of tremendous assistance 

in building up an efficient record system. 

Getting Medical Co-operation: As Dr. MacKachern 
has pointed out in his great book, “Regardless of the 
means by which attempts may be made to secure the 
record, it must always be recognized that the attending 
physician cannot be relieved of the ultimate responsibility 
for seeing that it is properly completed.” Our office is 
frequently consulted by both staff doctors and adminis- 
trators concerning the difficulty of getting medical co- 
operation. As medical men spare no pains to serve their 
patients, it would seem in the final analysis, that one major 
reason, perhaps the major reason, is that the doctors are 
not really convinced that a good record is absolutely neces- 
sary. If you believe that good records are vital for both 
the patient’s welfare and medical progress—and I am 
with those who do—it is up to you to convince the doc- 
tors of this fact. But you hold up your hands in dismay. 
Must you make speeches at staff meetings? What can 
you accomplish alone 

Your policy must be to work through the staff itself. 
On every staff there are usually a few men who are 
meticulous and conscientious in the writing of their 
charts. If you do not have a Records Committee such can 
be suggested and one or more of these doctors will prob- 
ably be named; if your present Records Committee exists 
on paper only, very tactful hints judiciously placed can 
usually bring about a re-organization of this committee. 
Then with a group of enthusiastic committee members, or 
even one, a “back-to-the-history-room” campaign can be 
launched. You may make the snowballs but, remember, 
let the doctors on your committee throw them. 

Speaking generally your greatest hope is with the men 
who have themselves served internships. It is among the 
younger men that the greatest incidence of this background 
will be found. 

Through this committee much can be accomplished. 
Frequent reminders can be given at staff meetings or by 
mail. Striking illustrations of the importance of records 
can be quoted; these may be from your own experience 
or culled from the literature. Short letters on various 
aspects of history writing, or on the facilities available, 
may be sent periodically to the staff. Above all don’t harp 
always on delinquencies. Reminders are necessary, of 
course, but nagging is fatal in the hospital as well as else- 
where. 

Provision of Facilities: It is essential, too, to facilitate 
as much as possible the recording of a history. Where you 
are alone in a medium-sized hospital, this is not always 
easy, particularly if the record department be in an out-of- 
the-way place. However, I know of one successful libra- 
rian who spends every morning at a special table set up 
in the operating suite; only in the afternoons is she back 
in her department. In this way she is right in the centre 
of activity all morning and gets the doctor while his oper- 
ation is fresh in his mind. In another hospital, the librarian 
spends the morning close by the doctors’ cloak room. In 
larger hospitals the delegation of personnel to departments 
is less difficult. 
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If back histories are to be written, facilities for such 
should be readily available. It should be possible for the 
doctor to complete his charts in a room closely adjacent to 
his usual itinerary in the hospital—preferably close to the 
cloakroom or lounge room. Dictaphones are utilized in 
many hospitals to great advantage; at the same time one 
feels that they should not be purchased without serious 
thought, for I have seen some in hospitals that were sel- 
dom used after the novelty wore off. Naturally the li- 
brarian should assist the Records Committee in every way 
possible. 

The psychology of the approach: Any discussion of the 
medical aspect of hospital records should not omit refer- 
ence to the psychology of the approach, and this will ex- 
plain why some librarians are so much more successful 
than others in getting medical co-operation. Personality 
is a big factor, and it is essential that the impression be 
positive rather than negative. The historian must know 
each doctor’s reactions and womanly intuition must diag- 
nose his vulnerability and determine the approach. There 
are times when certain doctors must not be approached ; 
some doctors respond best to a formal business-like re- 
quest, others answer best to light banter; some take amaz- 
ingly well to downright imperious insistence, but it must 
be softened with the feminine touch. It is not an easy 
task, for you must be efficient wthout being too obviously 
so, friendly without being cheap, insistent without being 
a nuisance, and ethical to a degree. Above all your per- 
sonality must be such that the staff always welcome you, 
rather than resent your presence. 


The Private Patient’s Record 


This is one of the knottiest problems in the compiling of 
records. Many hospitals with fine public ward records 
have little but laboratory reports and nurses’ notes on the 
record of the private patient, especially where there are 
no interns, or the interns have but limited privileges on 
the private wards. It is frequently contended that the doc- 
tors have their own office records of these patients and 
such are an adequate protection for the patient. This is 
only partially true for such records are usually very 
sketchy for the period of hospitalization and, of course, 
lack permanence. In the past year we have lost several 
prominent doctors in this city. Ten years from now where 
will their clinical records be? There is only one answer 
to this problem and that is to write up every case, private 
or public. Subject to certain restrictions respecting phys- 
ical examinations, there is an increasing tendency to give 
interns broader privileges on the private wards. As all 
records should be private and ethically sacred, it cannot 
be held that records on private patients are a breach of 
confidence. 

The Nomenclature 


All too many hospitals follow an obsolete nomenclature 
or actually may have none at all. A careful selection 
should be made from the several nomenclatures now avail- 
able, the decision being left as far as possible to the med- 
ical committee. Once selected, do not change without 
reason. 

The greatest difficulty is in the small hospitals—the ones 
not represented here for they do not have @ record li- 
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Group Hospitalization 


ACH day we seem to talk and think more of group 
hospitalization in one or more of its varied forms, 
and while we all have a general idea of the prin- 

ciples of these various pre-payment plans, some of us are 
still a little vague regarding the details. Most available 
literature confines itself to the prin- 
ciples and policies of the various plans 
and in some instances deals to a cer- 
tain extent with organization details. 
However, for the serious thinker and 
those administrators considering the 
possibility of the inauguration of some 
such plan it is not only wise but neces- 
sary to have knowledge of how exist- 
ing plans are working and _ have 
worked out over years of practice. It 
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MEETING OF EXECUTIVE COM- 
MITTEE OF THE CANADIAN 
HOSPITAL COUNCIL 


The Executive Committee of the 
Canadian Hospital Council will meet 
in Toronto on Wednesday, March 
Items of business for con- 


Obiter Dicta 


Pity the Poor Public 


“DOOMED TO LIE IN FOUL, STAGNANT AIR” 
runs the heading. Later on we read: 

“It takes those sick and injured and crowds them in, 

between thirty and forty to a room, lets them lie a foot 

or two apart, in an atmosphere that is used over and 
over again, laden with fumes of 
ether, of alcohol and drugs and 
fevered breath. 

“Occasionally a little fresh air is 
wafted in from the corridors, up the 
twisted stairs and through the door- 
ways. There are windows but, un- 
less the lives of those nearest to 
them are to be imperilled, they must 
remain closed. 

“There are indications of a primitive 


ava Meany 


is only natural that the response of in- 
dividuals subscribing to the various 


sideration by the Executive Com- 
mittee should be sent to the Secre- 
tary as soon as possible. 


air circulating system which never, 
apparently, works. 








plans will change as they become more 
familiar with the modus operandi— 
volume of subscribers will change— 
actuarial calculations will change—hos- 
pital policy will change—such readjustments are certain 
to affect the organization of any plan either progressively 
or adversely; and regardless of the direction in which 
such schemes are affected it will be necessary for sponsors 
to keep the plan well balanced if they are to maintain har- 
mony between the parties of the contract. 





In this issue The Canadian Hospital publishes under 
the signature of Dr. R. T. Washburn, Superintendent 
of the University Hospital at Edmonton, a valuable paper 
read before the Alberta Hospital Association entitled 
“Group Hospitalization Pre-payment Plan,” which con- 
cisely records the experiences of the Edmonton Hospital 
Council since the commencement of their pre-payment 
plan some two and one-half years ago. The inauguration 
of the Edmonton plan is dealt with showing the principles 
which the group subscribed to when operation was com- 
menced and how they have readjusted themselves from 
the experience gained in the practical application of the 
scheme. Public reaction to the plan is surveyed as are the 
actuarial findings of the use of hospital facilities by the 
participants. Of great importance to the reader, the actual 
practice of the plan to-day is covered showing how var- 
ious situations are met as they arise. We commend this 
excellent paper to all hospital administrators whether they 
are actively or only passively interested in group hospital- 
ization or perhaps more correctly, a periodic pre-payment 
plan, at the present time. 
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“Bad enough in the day time, the 
atmosphere at night becomes almost 


COs Ue unbearable. Those going in from 
the outside, declare it to be ‘suffo- 


cating’. 
“In that foul, 
their beds, pain-wracked, 
death, and they are expected to recover.” 


scores of persons toss in 
and 


stagnant air, 
hovering between life 


No, gentle reader, this is not from an 18th century re- 
port on “slum hospitals’. This is from a leading news- 
paper in a Canadian city and dated December the 15th, 
1936. It is part of a description of a very well-known and 
most efficiently managed general hospital. The manage- 
ment and staff, however, are greatly handicapped by very 
obsolete buildings and equipment. The article is accom- 
panied by a most terrifying sketch of a ward interior, the 
air of which is filled with coughs, groans, 
and an all pervading “general atmosphere of excitement.” 
The patient on the stretcher may be just arriving, but the 
figure is so complacent in the midst of the turmoil that 
one is convinced that the patient is departing—feet first. 
There is no question that a new physical plant is sorely 
needed in this hospital, and all hospital workers appre- 
ciate the sympathetic support of the press in influencing 
public opinion to provide a new building for this publicly 


P 
] 
odors 


noises, 


owned hospital. Nevertheless, the public must continue 
to use this building, obsolete as it is, until such time as a 


new building be erected. 

One wonders if almost irreparable damage is not some- 
times done to the reputation of an institution by those of 
its friends who, in their zeal for improvement, are inclined 
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to accentuate the unpleasantness or dangers of a sojourn 
in such institution. Startling headlines while temporarily 
attracting attention are in actuality quickly forgotten and 
are interpreted by a large section of the reading public as 
sensationalism serving only the purpose of leaving a nasty 
question mark in the reader’s mind while on the other 
hand a constructively written editorial pointing out the 
advantage to the community that would be gained by their 
support of a new building project and making them aware 
of the difficulties experienced by the staff under existing 
conditions would start all civic-minded people to think 
and eventually act. It is easy to criticise but more praise- 
worthy to be constructive. 


Uy 
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Lewis A. Sexton 


OSPITAL workers throughout Canada have 

heard with deep regret of the passing of Dr. 

Lewis A. Sexton, Director Emeritus of Hartford 
Hospital, Hartford, Conn. Dr. Sexton was President of 
the American Hospital Association when it met in Tor- 
onto in 1931, and at that time endeared himself to the 
many Canadians who attended that convention. This was 
one of the best meetings ever held by that Association, and 
the happiness and success of the convention were due in 
large part of Dr. Sexton's genial and efficient leadership. 
He stood for the best in hospital administration, and he 
set a glowing example for others, not only by doing his 
own job well, exceedingly well, but by giving unsparingly 
of his energy and talents to promote hospital development 
and improvement throughout the continent. To Mrs. 
Sexton her many friends in Canada extend their deepest 
sympathy. 


Responsibility for Selection of 
Competent Personnel 


From the original premise which makes the governing 
body responsible for the proper care of the patient is 
developed its ultimate authority over every department 
and every individual serving in the hospital, a weighty re- 
sponsibility when it is remembered that most of the 
members come to their tasks without any formal hospital 
training whatsoever and sometimes with little experience 
in the administrative field. 


The governing body is responsible for the selection of 
the medical staff as well as the employment of personnel. 
Many court decisions have stated definitely that responsi- 
bility for injury to a patient through the fault of any 
hospital servant, including in this term the members of: 
the medical staff, rests with the governing body. These 
interpretations of the law, recognized only in recent 
years, have had the effect of placing on the governing 
body a grave responsibility, that of exercising due care 
in selection of its employees and agents. It not only 
chooses the nucleus of the medical staff in the newly or- 
ganized hospital but it also has the right and obligation to 
make subsequent appointments and to remove any mem- 
ber whose conduct is inimical to the welfare of the 
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patient and of the hospital. An understanding of the 
various ramifications of this duty is of paramount im- 
portance. ; 

With regard to the personnel, it is customary for the 
governing body to delegate the authority for their selec- 
tion to its administrative officer. The right of final ap- 
proval may be reserved in the case of employment or 
dismissal of some of the more important heads of de- 
partments, but even in such case, the advice of the ad- 
ministrator should be followed, approval being only a 
matter of form. 

The governing body with the advice of its administra- 
tive officer is expected to establish time and salary sched- 
ules for employees and to formulate rules for their con- 
trol. These rules should be incorporated in printed or 
typed form for distribution to the various departments in 
order that all employees may know their duties and their 
relationships to other individuals and departments of the 
hospital. Such rules as well as a graphic chart showing 
the organization are indispensable to good hospital man- 
agement. 


Reprints Now Admitted Free 


Members of medical staffs, scientific workers and 
others, who publish articles in medical and scientific jour- 
nals published in Great Britain and the United States, are 
now entitled to receive reprints of such articles free of 
Customs Duty and of Excise Taxes, when imported for 
free distribution to friends and to those interested in re- 
search. This announcement has recently been made by 
the Customs Division of the Department of National 
Revenue. 


Such reprints, however, are required to be marked with 
an indication of the country of origin. When ordering 
reprints from journal publishers abroad, it is advisable to 
ask them to have the words “Printed in Great Britain” 
or “Printed in the United States” added to the form be- 
fore running off the reprints. This would add very little, 
if any, to the cost and would obviate the necessity of 
stamping the reprints in the local Customs office before 
obtaining their release. 


Prevention of Disease and 
Promotion of Health 


Preventive medicine is rapidly taking an equal place 
with curative medicine, and it is the duty of the hospital 
with its medical staff, trained personnel, and specialized 
equipment to co-operate to the fullest extent with public 
health departments and other bodies working in this field. 

Communicable diseases should, in most cases, be hos- 
pitalized both for prevention and for cure. In. many 
communities there are special isolation hospitals, but 
where these do not exist there is no reason why patients 
suffering from communicable diseases cannot be admitted 
with safety to general hospitals. Needless to  say,. the 
hospital should be very prompt in notifying the recog- 
nized authorities of any communicable diseases of which 
it has knowledge. 

—M. T. Mack. 
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manufacturing 


Ww THE AMERICAN LUMINAIRE SURGICAL LIGHT 
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% can be regulated instantly to suit strong, medium or weak eyes 


RECENT SALES INCLUDE: 


City-County Hospital, Houston... . i Mounds Park Hospital, St. Paul. ... . 5 lights 

Hermann Hospital, Houston .... . i Children's Hospital, Denver... . . . 2 lights 

Baptist Memorial Hospital, Memphis. 6 lights St. Joseph’s Hospital, Denver... . . 7 lights 

Midway Hospital, St. Paul ...... 7 lights Children's Hospital, Cincinnati . . . . 1 light 
Beth Israel Hospital, Boston... . . . 1 light 


SEVERAL OF THESE SALES WERE MADE BY SELECTION IN COMPETITIVE TEST 
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Listowel Memorial Hospital Contract 
Service for Patients 


By J. A. SCHINBEIN, 
Chairman of Hospital Contracts, Listowel Memorial Hospital 


HE Listowel Memorial Hospital is a small hospital 

of 22 beds, operating in a small town of 2,800 

population, so $500 or $1,000 means a lot to this 
hospital. 

Although hospital contracts have been a success for our 
hospital, one cannot say that they would meet with the 
same success in larger centres. Personally, I think they 
would be a fine thing for every hospital in Ontario. If 
this were accomplished, they could be sold in such a way 
that they could be used in any hospital desired. 

Hospital contracts are just another form of insurance, 
and have to be sold to the public in this manner. Very 
seldom do we hear of insurance companies not paying a 
dividend, consequently, the odds are in favour of the 
hospital. 

Changes Made After First Year 

First Year's Contract: The first year many took ad- 
vantage of our contract knowing they were going to re- 
quire hospital care. However, we overcame this to a great 
extent in the second year by making them sign a declara- 
tion stating that they did not expect any sickness. No 
contracts are sold to any person who expects to require 
hospital care during the first year. 


Second Year's Contract: Our second year contract also 
provided for care of both mother and child in maternity 
cases. Also those renewing their contracts who did not 
derive any benefit the first year were given an extra week, 
making contract good for three weeks’ care in place of 
two. 

We sell these contracts during the month of February 
only of each year, but, if desired, they could be sold any 
day during the year, just like an insurance policy. 

The first year we sold these contracts, every member of 
the Board sold some. Since then we have employed a man 
to sell them and make monthly collections. 

Separate Bank Account: Funds derived from the sell- 
ing of contracts are kept in a separate account, and the 
hospital is paid for services rendered from this account. 
What the contracts have meant to the Listowel Hospital: 

No. of contracts sold to date 

Receipts from these contracts $2,225.00 

Up to date the Listowel Memorial Hospital has received 
for the care of contract holders: 


OE ors or ioiromeacad $402.20 
TE ER ne ea ee 679.99 
UR Sos Sint nie te tostoad 285.51 





Hygiene White 
Sputum Cups 


A lower priced high grade cup used by the nation’s 
prominent general and tubercular hospitals, that is 
both sanitary and serviceable. 

Many prefer Hygiene White Cups because of the 
easy visual examination of the contents. 

Made of heavy double-faced, pliable, non-breakable 
white stock, thoroughly treated and finished on both 
sides. Will stand severe sputum tests. 

Standard size. Accurately scored, creased and 
formed. Shipped flat in cartons of 2,000, weight 
approximately 25 lbs. per 1,000. 


Wire Stiched Covered Sputum Cups 


An all paper cup. 
Cup and contents easily burned. 
Cover closes perfectly—like a spring. Made of the 
finest white impervious board, highly finished on 
both sides and guaranteed not to leak. Packed flat. 
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4th year to date ..................... 228,20 
ase 1,595.90 
Balance in Bank .................... 618.30 


The hospital has been paid regular rate in full for every 
contract patient cared for and received $1,595.90. 

There is no doubt that a great many patients receiving 
care under contract may not have gone to the hospital, or 
perhaps, might have gone elsewhere, had they not had a 
contract. The hospital also derives an income from those 
who have to stay longer than their contract allows. This 
happens quite frequently. 

In the years previous to the selling of contracts, the 
public in general took very little interest in our hospital. 
During these years, we have had financial difficulties, but 
we did notice that, after selling these contracts, contract 
holders and citizens became more interested, and a much 
better feeling towards the hospital has been evident. We 
believe every contract holder to-day is a booster for our 
hospital and the work it is doing. 

To prove this I would like to give you our admissions : 


2 REPO ROSEN AT eds Rt 303 
1934 .. 340 
SNE .Gitve com hinatinain. 418 
I tite eisonase. eagackened ° ee 


Of course, we cannot give credit to our contracts for 
all of the above figures, but there is no doubt they have 
helped to some extent. 





_ “Presented at the 1936 Convention of the Ontario Hospital Asso- 
ciation under title of Are Hospital Contracts Providing Hospital Ser- 
vice for Stated Periods Advantageous? 


Hospitals Requested to Recognize Higher Qualifications 
in Making Intern Appointments 


Recently the Royal College of Physicians and Surgeons 
of Canada communicated with the larger hospitals re- 
specting the selection of interns. The Royal College of 
Physicians and Surgeons of Canada has been founded to 
raise the standards of medicine in Canada and, with this 
objective in mind, is endeavouring to have as many medi- 


cal students as possible write the primary examinations 
for Fellowship in either medicine or surgery during their 
undergraduate period. To assist in preparing students 
for these examinations, the Royal College has been en- 
deavouring, and with success, to obtain the co-operation 
of the medical schools of Canada in the provision of extra 
instruction and special classes in anatomy and physiology. 
Many of the best students are now taking these primary 
examinations. In order to obtain the best qualified in- 
terns and to encourage also the taking of these examina- 
tions by the senior students, hospitals have been requested, 
when posting notices respecting internship applications, to 
indicate that, other things being equal, candidates with a 
certificate of having passed the primary examination of 
the Royal College of Physicians and Surgeons of Canada 
will be given the preference in making appointments. 


It is to be anticipated that, as time goes on, greater 
attention will be paid to the qualifications of those receiv- 
ing appointments, not only for internships, but for the 
more responsible appointments in clinical services. At the 
present time surgical residences in Great Britain are 
largely limited to applicants holding a Fellowship in 
Surgery, and in the United States hospitals are being 
urged to limit specialty appointments on visiting staffs to 
applicants holding a Specialty Board Certificate. 

In view of the increasing amount of post-graduate in- 
struction taken by the average young graduate of to-day, 
increasing attention to the relative qualifications of appli- 
cants may be anticipated. 


Ether Device Invented By Sister 


With the announcement in the general press that a Cali- 
fornia doctor had invented an apparatus for the preheat- 
ing of ether, it has been recalled that some 14 years ago 
Sister St. Charles of St. Paul’s Hospital, Vancouver, in- 
vented an apparatus using the same principle. This ap- 
paratus was made available by one of the supply houses. 
and is in use in many hospitals in Western Canada and the 
Western States. Sister St. Charles is still on the staff of 
St. Paul’s Hospital. 
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What Constitutes an Indigent Patient? 


By K. G. GRAY, M.D., LL.B., 
Solicitor, Department of Health, Ontario 


N reading some of the reported judgments of actions 

brought by hospitals for the collection of maintenance 

charges, there seem to be two main issues, viz.: where 
did the patient reside at the time of admission, and, was 
the patient an indigent person at the time of admission? 
The result of every case depends upon the answer to one 
or both of these questions. The present Public Hospitals 
Act, 1931, Chap. 78, contains a definition of the term 
“residence” but the Legislature has not attempted to de- 
fine the term “indigent.” In determining what constitutes 
an indigent patient it is, therefore, necessary to consider 
the facts of each case as it arises in the light of principles 
of interpretation which have been laid down in cases 
where this point has been before the Court. 

The present legislation is contained in Section 18 of 
The Public Hospitals Act, the first part of which reads 
as follows: 

“Subject as in this Act may otherwise be provided, 
when any patient in a hospital other than hospital for 
incurables is an indigent person or a dependant of an 
indigent person, that municipality in which such person 
was a resident at the time of admission shall be liable 
to the hospital for payment of the charges for treatment 
of such patient at a rate not exceeding $1.75 per day.” 
There is a similar section in The Sanatoria for Con- 

sumptives Act. 

The construction, which has been placed upon the term 
“indigent” in cases which were decided prior to the enact- 
ment of the foregoing Section in 1931, is still applicable, 
as the term is used in the same way in the previous Acts. 

The words, which were used by the Court of Appeal 
in the case of National Sanitarium Association vs Town 
of Mattawa (1925) 56 O.L.R. 474, have been adopted by 
subsequent cases: 

“In my opinion, the statute uses the word ‘indigent’ 
in its popular sense as ordinarily understood, and, as 
such, it does not mean a person without means, namely, 
a pauper, but a person possessed of some means but 
such scanty means that he is needy and poor.” 

The judgment distinguishes an indigent person from a 
pauper : 

“The difference is one of degree. A pauper has no 
means and is altogether dependent upon charity; an 
‘indigent’ person may possess some means.” 

The sole question to be determined in this case was 
whether the patient’s husband, Mr. McKay, was an in- 
digent person. McKay owned a cottage, subject to a 
mortgage, and the trial Judge estimated that his equity in 
the property was worth about $400. Before Mrs. McKay 
entered the hospital, she resided with her husband and 
their two children in this cottage. The children were of 
tender years, and, at the time the action was brought, 
were in the care of some institution at Ottawa. The 
Court expressed the view that labouring men do not as a 
rule get uninterrupted employment throughout the year, 
and that, out of McKay’s earnings, he had to meet his 
own personal expenses and those of the two children. In 
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the result the Court held the patient was an indigent per- 
son, and that the Town of Mattawa was liable for her 
maintenance charges. 

Another case decided in the same year, in which the 
question of indigency was before the Court, is Toronto 
Hospital for Consumptives vs the Town of Sudbury, 
(1925) 56 O.L.R. 513. The case depended partly on de- 
termining the municipal residence of the patient, a boy, 9 
years of age, and partly on whether the child was an in- 
digent person. The Court decided that the patient was 
indigent, in the following words: 

‘It was contended that the child was not an indigent 
person within the statute, but the recent decision in 
National Sanitarium Association vs Town of Mattawa 
(1925) ante 474, determines that against the defend- 
ants. The child has nothing, and his parent is a man in 
humble circumstances and with heavy burdens, quite 
unable to face the additional expenditure, and at the 
same time discharge his obligations to his wife and the 
remaining children. He is in no sense a pauper, but he 
is ‘indigent’.” 

The cases of several patients are reviewed in Toronto 
Hospital for Consumptives vs City of Toronto, and Na- 
tional Sanitarium Association vs City of Toronto (1926) 
58 O.L.R. 273. 

Edna Reesor’s case was that of a girl 19 years of age, 
who had no means of her own, but whose father was not 
an indigent. It was held that the father was under no 
legal obligation to maintain his child in a hospital. It fol- 
lows that the girl was not regarded as a dependant of her 
father, and, as she was penniless, she was an indigent 
person. The municipality was held responsible for the 
maintenance charges. 

In Simeon Goldstein's case the patient was a boy, 10 
years of age, without any estate of his own. The Court 
found that the father was bound to support this child. 
Since there was a legal duty on the father to support the 
child, the question in the case was whether the father was 
indigent. Ordinarily, the onus would be upon the hospital 
to produce evidence that the father was indigent, but, in 
this case, it so happened that the municipality had admit- 
ted liability for a time, but, during the patient’s stay in 
hospital, had cancelled any admission of liability. It was 
held that, in such event, the onus of proving that the pa- 
tient was not indigent was transferred to the municipality. 
The municipality was held responsible for the mainten- 
ance charges. A similar result was reached in. Gladys 
Sudd’s case. 

In Toronto Hospital for Consumptives vs City of 
Toronto, (1930) 38 O.W.N. 196, the sole question was 
whether a patient named, Macdonald was an indigent per- 
son. Macdonald and his wife were owners as joint ten- 
ants of a house and lot in Toronto, the equity in which 
was worth about $3,000. Macdonald and his wife also had 
about $2,000 on deposit in a bank in their joint names. 
Mrs. Macdonald asserted that it was her earnings which 

(Continued on page 28) 
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What Constitutes an Indigent Patient ? 
(Continued from page 26) 

went into the house and lot and bank account, and the 
title was held jointly merely for convenience. However, 
she admitted at the trial that some of the money was 
earned by her husband. She also admitted receiving $900 
life insurance on her husband’s death. The Court held 
that Macdonald was not an indigent person, and_ that, 
therefore, the municipality was not liable for his main- 
tenance charges. If Macdonald had not died and had been 
sued by the plaintiffs for the amount claimed and judg- 
ment had gone against Macdonald, his interest in the joint 
estate could have been seized under an execution. 

The case of National Sanitarium Association vs Town- 
ship of Dymond, (1932), 41 O.W.N. 401, is another 
case in which it was first necessary to determine whether 
the patient was the dependant of some other person, in 
this case the father. At common law there was no legal 
obligation upon a parent to provide hospital care for his 
children. A parent could not at common law be held re- 
sponsible for any of these hospital charges. Neither The 
Public Hospitals Act nor The Sanatoria for Consumptives 
Act imposes any such liability upon a parent. In The 
Children’s Maintenance Act, 1931, c. 34, there is a pro- 
vision that every parent shall be liable for the maintenance 
of his infant child under the age of 16 years. In the 
present case the patient was a girl over 16 years of age, 
so The Children’s Maintenance Act had no application. 
The Court found that, if the girl was over 16, there was 
no legal obligation on the part of the father to support 
her at any stage after her admission to the sanitarium. It 
is noted in the report that the father was able to pay and 
had agreed with the sanitarium to pay the maintenance 
charges. None the less, the Court found that there was 
no legal obligation on the father to pay these charges, as 
the girl was not a dependant of the father. The father’s 
financial state became immaterial, and the case was de- 
cided upon the girl’s own financial condition. There was 
no doubt that she was an indigent person, so, in the result, 
the municipality was held liable. 

A correspondent recently raised a question, to which 
the answer is not too clear. Under the Act, a dependant 
of an indigent person is deemed to be a resident in that 
municipality in which such indigent person is resident. A 
dependant is defined as a patient, for the charges for 
whose treatment some other person is liable in‘ law. In 
the ordinary case of a parent and child, as a parent is 
under a legal obligation to provide maintenance for his 
child under 16 years of age, it would follow that the resi- 
dence of a child under the age of 16 would follow the 
residence of his parent. But, in the case raised by this 
correspondent, the father and mother were separated and 
the child was living with its mother. As both the father 
and the mother are liable in law for the maintenance 
charges, the question arises as to whether the child is 
deemed to be a resident in the municipality in which the 
father is resident, or that municipality in which the mother 
is resident. It is the rule of the Department of Health 
that, under such circumstances, the residence of the child 
follows that of the father. It might be that the Courts 
would incline to the view that, inasmuch as the child was 
living with the mother, the residence would be that of the 
mother. There seems to be no doubt in any case that, 
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where the patient is over 16 years of age, there is no legal 
obligation on the parents to provide hospitalization, and 
that, in such case, the question of whether the patient is 
an indigent person must be determined by reference to 
the patient’s own financial condition. 

The suggestion has been made from time to time that 
it would be advisable to make a definition of the term “‘in- 
digent” in the statutes. It is doubtful whether a satisfac- 
tory definition could be arrived at. It is probable that, 
any definition which was attempted, would be couched in 
some general terms describing the person as “one of 
scanty means” or “‘a person needy and poor,” etc. Any 
such words of general description must necessarily leave 
each case to be decided in the final analysis upon its own 
facts. 


Read at the Ontario Hospital Association Convention, Toronto, 
October 21-23, 1936. 


Paris Chosen for 1937 International Hospital Congress 

Arrangements are at present being made by the Organ- 
ising Committee of the International Hospital Association 
for a diversified and interesting programme, when the as- 
sociation meets in Paris from July 6-11, 1937. Lectures 
and discussions on various topics of interest to hospital 
workers have been prepared, including French, German, 
Italian and English speakers, and visits to hospitals are 
being arranged. 

Special arrangements are being made with railways and 
steamship lines to run special itineraries which will give 
overseas visitors to the Congress an opportunity of seeing 
other parts of France and Europe. 
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Attention Hospital Trustees! 


Should Our Hospitals Have An Employee Retirement Plan? 
Shall We Volunteer or Be Drafted? 


OU may have in your organization an employee 

who has served faithfully for ten or twenty or 

thirty years: the value of his services is now grad- 
ually decreasing; as a hospital trustee you must now de- 
cide what to do about him, and you can do any one of 
four things. 

Will you retain him in service and decide to carry the 
loss: will you postpone a decision, dodging the issue: will 
you simply discharge him in the cold-blooded way which 
is hardly good business: or will you retire him with com- 
pensation ? 

And if you decide on the last course, which you in- 
evitably will, sooner or later, will you do it on the hap- 
hazard basis, which is unpleasant and unfair, both to the 
conscientious trustee and to the humiliated and fearful 
employee, or will you do it according to pre-arranged plan 
and routine—unprejudiced and impersonal ? 

When the Canadian Hospital Council met in Ottawa a 
year ago, the Finance Committee of the Council reported 
on pension provisions for hospital employees. This report 
was very brief, but it was based upon considerable study 
of the problem. It was as follows: 

“A practical pension plan would be in the interest of 
both employee and employer. The advantages to the 
employee are obvious. The employer gains in that it 
provides a dignified way of retiring aged employees at 
a time when their remaining with the organization 
would present a problem for the management. Very 
reasonable current wage schedules are also more apt to 
be accepted with satisfaction by the employee when he 
realizes that the future is provided for. 

The pension plan must be on a correct actuarial basis. 
The widows and direct dependents of employees should 
be considered. Transfer of benefits should be provided 
if the employees contribute. No plan should allow cash 
withdrawal options as such a provision would defeat 
the fundamental object of the plan. 

It would seem advisable to take advantage in any plan 
of the service available through the Canadian Govern- 
ment annuities or through an approved insurance com- 
pany. This would provide a correct actuarial condition. 
With Government Old Age Pensions available there 
appear reasons for advocating a voluntary participation 
if a full pension plan is not possible. As an incentive 
for employees to protect themselves, the hospital might 
offer assistance in premium payments. Contracts with 
key workers might include agreements to take out an- 
nuity protection. In this way the problem of providing 
for the old age of these valuable assistants would be 
solved.” 

The administrative advantages of a hospital employee 
retirement plan being so obvious, we wonder why so few 
hospitals have adopted it. The answer is that our hospitals 
are so hard pressed for money that they cannot see their 
way, financially, especially if a number of employees must 
be retired before sufficient funds can accumulate. 
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What would be the annual cost of such a plan? And 
would it mean a possible economy, over a period of years, 
which would offset the apparent expense ? These questions 
lead to a consideration of pension costs and an analysis 
of several administrative problems. 

If, at the age of twenty, a male employee takes out a 
Government Annuity, he can pay $48.60 a year and pro- 
vide himself with a pension of $1,000 a year after the age 
sixty-five. Or, in other words, if he has been getting an 
annual wage of $1,000, this government annuity insures 
the continuance of his normal wage from the age of sixty- 
five until he dies. 

Unfortunately, few young men or women have the 
vision and good judgment to do this. And it is impossible 
for a hospital to match the government’s offer and make 
it compulsory, because the hospital cannot hire its em- 
ployees all of an age, at twenty. But some institutions 
have set up satisfactory pension plans on a pro-rata basis 
whereby both employer and employee contribute toward 
pension five per cent of the wage amount. 

The payroll of a hospital of average size in Ontario is 
about $40,000 per year. A five per cent contribution, 
properly applied, with a like contribution from the em- 
ployee himself would provide a reasonable pension. Let 
us see if there are not some inherent economies in a pen- 
sion plan, to offset—in the case of the average size hos- 
pital—the annual hospital contribution of $2,000. In pro- 
portion the inherent economies apply to hospitals of dif- 
ferent sizes. This average sized hospital is named simply 
so that the results can be visualized. 

1. Where pension plans are in force a lower wage scale 
is acceptable because the employee is assured that his 
old age is provided for. The banks have proved this 
fact. Over a period of twenty-years, this saving in the 
wages would offset a proportion of the annual expen- 
diture. 

2. Where no provision exists the Trustees do postpone 
from year to year the discharge of old and faithful 
employees, even though their services are a liability. 
There is a potential saving if a pension plan was in 
force. 

3. When the time comes that discharge is unavoidable a 
retiring settlement is often arranged ; another potential 
saving would have been possible. 

4. The work-pace in any organization is timed to the 
slowest workers. As the aging official slows up, the 
slowing up is certain to be felt, in some degree, 
throughout the whole organization. This indicates an- 
other value in the pension plan. 

5. When an employee is retired without due considera- 
tion for his future a feeling of resentment is likely to 
arise among other employees. Their enthusiasm is re- 
duced and the esprit de corps of the organization 
damaged. Here again, the pension plan would func- 
tion to advantage by providing a graceful way to re- 


(Continued on page 35) 
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Laundry—An Aid to Public Health 


By ELEANOR J. McCALLUM, 
Washability Bureau, Lever Brothers, Limited 


ASHDAY and washing seem very far removed 

from anything pertaining to general nutrition or 

diet and disease. No doubt many will wonder 
why this subject finds its way into this section, yet the 
old adage of cleanliness being next to godliness is still 
true. We are all striving for the betterment of the human 
race and cleanliness in the form of proper laundry treat- 
ment can do much to prevent the spread of disease. 

The Lux Washability Laboratory which is maintained 
by Lever Brothers in Toronto, under a personnel of 
Household Science Graduates is as- 
sociated with the promotion of 
washable fabrics. It is continually 
working with Canadian textile manu- 
facturers in an attempt to raise the 
standards of washable merchandise. 
The main work in the laboratory 
evolves around; tests for shrinkage, 
colour fastness to washing and ten- 
sile strength; in fact anything re- 
lated to general launderability. In 
view of the fact that many readers 
may not be interested in this field of 
endeavour, however enthusiastic and 
keen we ourselves may be about our 
work, we have decided to enlarge 
upon these few rernarks to take in 
laundry work in general and in par- 
ticular commercial laundry practices 
applicable to institutions. 

Medicine is ever seeking to pro- 
long life and prevent the spread of infectious diseases. 
Cleanliness can accomplish a great deal to prevent the 
spread of disease and thus bring about a reduced death 
rate. The protection of public health can be divided into 
two major groups. One is to restrict or prevent the 
spread of the agents responsible for disease; the other is 
to increase the resistance of people subjected to these 
agents. 

The former is much easier to control and therefore 
more useful and important. Vaccines and the spreading 
of health education help to bring about the latter. Pro- 
tective measures against such diseases as Typhoid Fever, 
Dysentry, etc., have been introduced and have greatly 
aided us in raising the general health level, as everyone 
is aware. This has been brought about mainly by control 
of our water and milk supplies. More and more the 
avenues through which contagious diseases are carried, 
have been sought and eliminated as far as_ possible. 
Stricter supervision of our food supplies has been en- 
forced until we find ourselves faced with the fact that the 
last great agent of mass infection to be eliminated are 
diseases transferred from man to man on the clothing. 
Here we find that well-conducted laundries step in as the 
important preventive against such disease transfer. 

The laundry must act as a pasteurizing service and 
close the channels of travel taken by causative agents of 
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disease. In a very recent survey conducted by the Laundry- 
owners’ National Association of United States and Can- 
ada on this interesting subject it was shown that “Laun- 
dries actually pasteurize the articles they wash as effec- 
tively as milk pasteurizing plants pasteurize their milk.” 
In order to kill bacilli, the same survey shows that “it 
requires a minimum temperature of 140° F. to 145° F. 
and a holding temperature of 30 minutes to kill the 
tubercle bacillus. The distribution of temperature must 
be absolutely uniform however; every drop of the fluid 
and every inch of the fabric must be 
held at 140° F. to 145° F. for a half 
hour, cooling of the surface air and 
cooling of the bottom and sides of 
the container must be prevented.” 

Such measures and _ precautions 
can be carried out efficiently in a 
commercial laundry and hence we 
find it can render a service to public 
health by breaking up the chain of 
disease hazards. This is brought 
about by preventing contacts with 
infected clothing. The above argu- 
ment is being placed before the 
public more and more strongly by 
commercial laundries, because pas- 
teurizing of clothing cannot be 
brought about by the home laundry. 
It was definitely shown by the same 
survey quoted above that home laun- 
dry methods do not and cannot en- 
tirely destroy germ-producing bacteria. 

Tests made in individual homes with an average stand- 
ard of living show that garments laundered 20 times had 
an actual bacteria count of 400,000 per C.C. 

It is therefore necessary that institutions of all kinds 
should employ only the best and highest forms of laundry 
practice, in order to ensure the prevention of contagious 
and infectious diseases produced through contact with in- 
fected clothing. Institutional laundries have not the com- 
plexities that the commercial laundries encounter in the 
form of many types of fibres and fibre mixtures or the 
difficulty of unfast dyes. Cotton is the most widely used 
fibre in institutions and most of the laundry work is white. 
Institutional laundries have however the ever present fact 
that they are required to produce economical, high quality 
work, and the wash often contains many stains of the 
most resistant types such as those from medicines, etc. 
Institutional laundries must keep up to date in the newer 
washroom practices if they expect to produce work eco- 
nomically and in as good condition as that turned out by 
commercial laundries. 

A few brief facts will be mentioned for those not 
familiar with washroom conditions. A standard practice 
employed in all power laundry washrooms is to control 
the suds formula. These formulae are varied according 
to the needs of the individual plants and can be altered to 
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suit their special problems. The factors of cost in the 
actual formula are the amount of soap, alkali, bleach and 
sour used. Other factors such as blueing, sizing and the 
cost of the nets used to bag the wash, vary greatly in in- 
dividual laundries, depending upon the amount of each 
used. Water is, of course, a very important element which 
enters into the economy of washroom operations—not 
only the amount of water, but the heating and removal of 
water hardness are important costs to be considered. This 
is particularly true when one considers that an individual 
load of clothes receives from 9 to 13 individual baths ac- 
cording to modern washroom formulae. 

Much discussion is taking place at present about the 
use of soaps made from fats with a high or low titre. A 


-high titre is one whose fatty acids have a very high solidi- 


fying point and a great deal of body. This type of soap 
can be used effectively at high temperatures such as 160° 
F. to 170° F. without any breaking of the soap bubbles. 
Low titre fats have little or no body and the solidifying 
points of their fatty acids are low. When this type of 
soap is used at a high temperature the whole body of the 
soap breaks down. The soil, which has been in suspension, 
is freed when the suds fall and is re-deposited on the 
clothes. These deposits often form a star-like shape and 
are commonly called “soap spots.” Soap spots are very 
difficult to remove and particularly resistant if they are 
permitted to become ironed into fabrics. 

Most washroom practice has called for a first wash or 
“break” at a temperature of approximately 90° F., and 
the succeeding washes and rinses are at increased tem- 
peratures up to 170° F. The temperature is then grad- 
ually decreased in the remaining treatments until the final 
sour and blueing, depending on the formula, is treated 
at a temperature somewhere between 85° F. and 100° F. 

It has been shown conclusively that suds of low titre 
fats in soap, break at the higher ranges of temperature, 
and that these soaps after the break are responsible for 
troublesome soap spots. In order to use this class of soap 
successfully, the wash temperature should not exceed 
145° F. to 150° F. To many, they appear to be a great 
economy because they cost considerably less per pound 
than those made from a high titre fat. These “low titre” 
adherents also claim that it is not necessary to wash at 
high temperatures thereby making a double saving; a 
cheaper soap and a lower cost of fuel to heat the water 
supply. 

These claims have not been substantiated in any con- 
clusive manner. It is still generally felt that in order to 
assure and maintain high quality work, it is a false econ- 
omy to use wash formulae and wash temperatures in the 
lower scale. 

It has been mentioned previously that laundries can 
play an important part in aiding public health. In view of 
this fact, it seems advisable that the practice of washing 
at high temperatures should be maintained. Most washes 
are from 5 to 10 minutes in duration and as the survey 
of the Laundry-Owners National Association of United 
States and Canada points out, in complete pasteurization 
of the tubercle bacillus there must be a holding period of 
30 minutes at 140° F. to 145° F. 

By raising the temperature of the wash, the holding 
period is automatically cut and although there may not be 
a complete sterilization under the present wash formulae 
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which include a 5 to 10 minute treatment of the clothes 
at 160° F. to 170° F., there is a much greater protection 
against contagious disease and increased safety to public 
health. 


Meeting of: Montreal Dietetic Association 

The January meeting of the Montreal Dietetic Associa- 
tion held on January 18th at the Royal Victoria Hospital 
was addressed by Dr. W. W. Chipman. His lecture on 
“Mary, Queen of Scotland and the Isles,” was brilliant 
and instructive, giving both the biography and historical 
background of this tragic queen. It was with great regret 
that the resignation of Miss Charlotte Large, president of 
the association was received. The new executive is: 
President, Mrs. M. A. Oakes, Homeopathic Hospital ; 
President-elect, Miss M. Glendenning, Themis Club; 
Vice-President, Miss Beth Michol, Montreal General 
Hospital. 


Winnipeg—Miss Ethel Woodman, Nutritionist at the 
Children’s Hospital, Winnipeg, Man., was married to Mr. 
G. S. Maulson of Winnipeg, on January 7th, 1937. She 
will keep her position until next spring. 


A Symposium on “Hospital Charts” 
(Continued from page 20) 
brarian. Without interns, the work must of necessity fall 
upon the medical staff with perhaps some limited clerical 
assistance from the office bookkeeper-stenographer—if 
there be one. In such instances concise records must be 
anticipated. Obviously all reasonable facilities for the 
writing of records should be provided, including forms 
which give maximum information with the least effort. 
Elaborate forms applicable to a highly organized hospital 
are not the wisest choice for the small hospital. 
A Peep into the Future 

The quality of our clinical records is steadily rising; 
records departments were never so well organized as they 
are at present. If this movement progresses—and there 
is every indication that it will—who is going to do the 
writing or dictating? With the increasing number of hos- 
pitals qualifying for approval for internship, there is al- 
ready a shortage of interns—in Canada we now have con- 
siderably more approved internships than there are grad- 
uates available to fill such positions. The attending doctors 
cannot be expected to write voluminous histories them- 
selves on public as well as private patients. 

If our progress is to be maintained, I see the likely need 
in the not-too-distant future of a broadened field for the 
record librarian. As she becomes better qualified by train- 
ing and experience, it is quite reasonable to anticipate that, 
in the non-teaching hospitals, she will actually prepare 
much of the clinical record herself. With proper training 
she may be enabled to take the family and personal history 
and the record of illness, leaving only the physical find- 
ings to be elicited by the intern or attending doctor. This 
will seem rank heresy to many, but in many instances 
there will be no alternative and it is more than probable 
that such procedure will in no way lower the value of the 
clinical record. 


Presented at the Annual Meeting of the Association of Medical 


Record Librarians of Ontario, Toronto, October 22nd, 1936, in a sym- 
posium on “The Hospital Chart." 
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of the hygienic meth- 
ods employed in the 
manufacture of these 
two well-known corn 
syrups, they can be 
used with absolute 
confidence in their 
purity. 


EDWARDSBURG 


“CROWN BRAND 
and LILY WHITE 
CORN SYRUPS 


Manufactured by 
The CANADA STARCH COMPANY, Limited 


FOR THE MEDICAL PROFESSION ONLY 


A convenient pocket calculator, with varied infant feed- 
ing formulae employing these two famous corn syrups and 
a scientific treatise in book form for infant feeding, also 
prescription pads, are available on request. 


Kindly clip the coupon below and this useful material will 
be mailed to you immediately. 


Mu 


The CANADA STARCH CO., Limited, Montreal 


Please send me:—Feeding Calculator .............. 


je eee ee - Corn Syrups for 
BOOK jnfant Feeding..... 
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WE WOULD LIKE TO KNOW— 


The Editorial Board will be pleased to answer in this column any question 
they can that will be of general interest to hospital workers. Kindly mail 


questions directly to the Editor. 


Q. If a patient discharged from hospital returns on the 
same day for further hospitalization is this counted as one 
or two admissions? 


A. Two. Every time a patient is discharged from hos- 
pital the record is completed for that particular case and 
a subsequent re-admission for record purposes must be 
considered as a new case. For follow-up purposes pre- 
vious case records are either brought forward or the pre- 
vious admission numbers are recorded on the latest ad- 
mission card depending upon the system used in the hos- 
pital. 


Q. What do you consider the duties of a full-time instruc- 
tress and the Superintendent of Nurses in a School where 
these two persons carry the responsibility of the School? 
The Specialities are covered by the Medical Staff. Who 
should be responsible for such duties as: curriculum con- 
struction, arrangement of timetable, management of library, 
presiding at examinations, review classes, etc.? 


A. This series of questions could most probably be more 
efficiently answered by “The Canadian Nurse,” but as 
they have been sent to us we will do our best to advise 
you. First of all we will assume that the Superintendent 
of Nurses is also the Principal of the School of Nursing 
as this usually applies in our Canadian hospitals. If such 
is the case it goes without saying that she as the head of 
the nursing division is solely responsible for allocating the 
duties of all members of the staff under her direction. 
Whether she herself assumes the task of executing the 
various points mentioned or relegates them to a subor- 
dinate such as the instructress is a matter entirely at her 
discretion. It is usual for a School of Nursing to have an 
educational committee of some form or other which in a 
general way should consist of a hospital administrator, 
the Principal of the School of Nursing, a member of the 
medical staff, a recognized educationalist, etc. The function 
of such a committee is generally accepted to consist of the 
preparation of the curriculum and arranging the personnel 
for the conducting of lectures and clinics, etc. Such a 
committee because of the choice of its personnel is ideally 
suited to conceive a well-balanced educational program 
and when once such a program has been established then 
the Principal of the School is held responsible for its ad- 
ministration. The arrangement of a timetable, manage- 
ment of the library, presiding at examinations, etc., are 
purely administrative details and it would depend entirely 
upon the Director of Nursing and the duties that she al- 
ready has whether she undertook the personal supervision 
of these matters or left them to a subordinate. There can- 
not be two heads in any hospital division if efficiency and 
harmony are to exist. 

Q. Can a duly qualified and registered doctor be pre- 
vented from practising in the hospital because he refuses to 


comply with regulations such as recording the work he does 
in the Operating Room? 


A. The responsibility of the selection and appointment 
of the medical staff of any hospital is upon the governing 
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body. In practise, to aid them in making a proper selection 
this body usually seeks the advice of an advisory commit- 
tee selected by the medical staff. It is usual for a hospital 
to make its appointment annually and if at that time it 
does not see fit to re-appoint any individual member it is 
under no obligation to do so. In depriving a member of 
the medical staff the privileges of the hospital, however, 
it is only fair to do so as a last resort and a wise govern- 
ing body will endeavour to do everything in its power to 
prevent such an occurrence. On the other hand any phys- 
ician who has the privilege of practising in the hospital is 
in duty bound to observe the regulations of the hospital 
and in not recording his work done at an operation he is 
certainly failing in an important duty to the patient and 
himself and lowering the standard of the hospital. Every 
good hospital is expected to have a complete case record, 
which includes an operative record for surgical cases, on 
every patient in the hospital. Could this problem not be 
solved through the medical staff? Are your rules and 
regulations governing the medical staff up-to-date and do 
they clearly define the privileges and duties of the individ- 
ual practitioner ? 


Q. Is it possible to shockproof existing X-ray equipment 
without buying a complete new unit? Can a motor-driven 
X-ray machine be converted to a tube type? 


A. Unless this machine is a very old model it is rela- 
tively simple to shockproof it from the wall of the radio- 
graphic room to the tube head by the installation of shock- 
proof cables and a new tube head. This involves little or 
no alteration of the high tension generator. It is also pos- 
sible to convert a mechanically rectified transformer into 
a tube rectification although the procedure is not endorsed 
by the manufacturers as a rule for the two types of recti- 
fication are somewhat different in their physical charac- 
teristics. We suggest that you consult the manufacturer 
of your particular equipment before considering any such 
change. 


Hospitals that are using high frequency machines with 
tube rectification and are getting unexplained short tube 
life and variation in results from such equipment when 
used on the wards would do well to see if the patient is 
lying on a coiled spring mattress. One hospital had three 
tube replacements before it placed the responsibility upon 
such type of mattress. 

Q. If the services of a hospital consultant are utilized in 
planning a new hospital wing does he replace the architect? 
If not, what is the relationship between the consultant and 
the architect? 

A. The consultant does not in any way replace the 
architect. When a hospital considering a new wing de- 
cides to utilize the services of a consultant it does so at 
the very onset of the possibility of such an undertaking. 
The ideal, to get the full benefit of a hospital consultant’s 
service, is to simply advise him that you think extension 
work is necessary. He will then make a survey of the 
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activity of your institution and of the community’s needs 
and following this survey will be able to advise you if 
such work is really necessary and how extensive it should 
be, taking into consideration the population, hospital ac- 
tivity, type of hospital service required and the commun- 
ity’s ability to pay. When this is done he will, as his title 
implies, consult with the hospital architect who will put 
into concrete form plans for the building, embodying the 
consultant’s ideas. There is absolutely no conflict between 
these two experts in their different lines for a hospital 
consultant would not pretend to advise the architect in his 
structural work while the architect on the other hand 
would be only too pleased to have the advice of the man 
who is an expert in hospital practice, admitting that be- 
cause of the comparative rarity of hospital building the 
average architect cannot keep abreast of hospital trends 
and it is freely admitted by the most successful architects 
that hospital problems are beyond their ordinary experi- 
ence so that actually by retaining these two experts you 
create a team who between them are capable of giving you 
the greatest value for your money plus an up-to-date and 
adequate service that will balance efficiently with the re- 
mainder of the building. 

Q. Should the X-ray technician be responsible for the care 
and cleanliness of the X-ray machine? 

A. A matter of personal pride will probably cause the 
technician to want to be responsible for the cleanliness or 
at least the supervision of cleaning the X-ray machine and 
because of the delicacy of such equipment it is necessary 
that its cleaning should be supervised, but as far as the 
care is concerned it would seem that such maintenance 
can most efficiently be undertaken by either the service 
man supplied by the manufacturers or the maintenance 
department of the hospital or both. 


Attention Hospital Trustees! 

(Continued from page 30) 
tire the old and faithful employees. And the new and 
younger employees replacing the old would provide 
new blood essential to any organization which must 
cope with changing conditions. 

It is not for me to deal, here, with the structural set-up 
of any pension plan. That can be arranged through gov- 
ernment annuities or with an approved insurance company. 
My present purpose is to respectfully urge upon hospital 
trustees the advisability of considering this subject. Legis- 
lation shows an unmistakable trend toward an enforced 
provision for old age. Would it, or would it not, be better 


to forestall legislation? Shall we volunteer or be drafted ? 
R. F. A. 


Construction 
The Bethesda Hospital at Steinbach, Manitoba, was 
dedicated on Sunday, Jan. 10, and opened Jan. the 15th. 


A hospital is to built shortly at Keg River in the Peace 
River district, 180 miles from Peace River and 100 miles 
from Fort Vermilion. The Church of England will direct 
the hospital, which is being financed by the Fellowship of 
the Maple Leaf in London, England, and the co-operation 
of the Hudson’s Bay Company. Doctor Percy Jackson 
will be in charge. 
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Materials, workmanship and uniformity all 
have a part in adding to the longer life of 
Sterling Gloves. Actual records show a 
saving of as much as 20% in various hos- 
pitals in favor of Sterling. 


Specialists in Surgeons Gloves for 25 Years. 


Sterling Rubber Company 


GUELPH - CANADA 


Largest Specialists in SEAMLESS Rubber Gloves 
in the British Empire 
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3 Wouldn’t this be a good 


time to talk about 


Bland’s 


Probationer 
Uniforms ? 


They are superb Uniforms, and 
accepted as the most satis- 
factory things made for the 
purpose, by the Superintendents 
of Canada’s largest Training 
Schools. 





Then again, our system of 
handling this problem is most 
efficient, without worry to any- 
one. 





Your own cloth, in your own 
style. 


Why not write us? 








| BLAND AND COMPANY, LIMITED 
1253 McGILL COLLEGE AVE., MONTREAL 
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Here and There in the Hospital Field 


By HARVEY AGNEW, M.D., 


Secretary, Canadian Hospital Council 


HamILton, Ont.—The proposed Group Hospitaliza- 
tion plan for Hamilton has been unanimously endorsed 
by the governors of the Hamilton General Hospital, and 
has also been approved by the medical staff. The proposed 
plan would be on a rate of 60c a month, and would pro- 
vide 21 days of hospitalization in the first year of mem- 
bership, and 28 days thereafter. Enrolment will be in 
groups of ten. A member’s wife and all employed children 
under 21 years of age may be included by doubling the 
premium, that is to say, $1.20 per month or $14.00 a year. 
Outside the district, hospitals will be paid up to $5.00 per 
day for a member, and up to $3.00 per day for a depend- 
ant for hospital care during the first year of membership ; 
thereafter, the payments to hospitals outside of the dis- 
trict will be $6.00 and $4.00 respectively. 

+ ak a? 


Huron County, Ont.—Undulant Fever, which is 
caused by drinking milk from cows suffering from 
Brucella abortus, is a much more common disease than is 
generally recognized. It has been pointed out that at the 
present time there is no provision for compensating 
farmers whose cows are found to be affected with this 
disease. Recently, it was stated that, when blood tests re- 
veal the presence of cows with Brucella abortus, the in- 
fected animals are often not destroyed but are sold to 
other farmers. Apparently, at the present time the law 
does not prevent such sale, nor does it require that the 
presence of the disease be stated. At a recent meeting of 
the Huron County Council, Doctor Vokes of Dungannon, 
urged that raw milk used in or coming from such infected 
districts be boiled. As the presence of this organism is 
widespread, this is another argument for both hospitals 
and private individuals to insist that all milk be properly 


pasteurized. 
c ls 


Lonpon, Ont.—At its final meeting in December, the 
Trust of the Victoria Hospital, a university hospital and 
a closed institution, ruled that any doctor, requested by an 
indigent patient, may “visit and consult” in regard to the 
treatment, care and comfort of the patient. It is under- 
stood that this is not a change of policy, but only clarifies 
the agreement with the university. 

. - * 


MontrEAL, Que.—Doctor Phil. Edwards, intern at the 
Royal Victoria Hospital, Montreal, and captain of Can- 
ada’s 1936 track and field team, was signally honoured in 
January, when he was awarded the Lou Marsh memorial 
trophy. His name will be the first to appear on this fine 
black and white marble memorial as that of the outstand- 
ing athlete in Canada. 

Congratulations to Doctor Edwards and to the R.V.H. 

‘ae: ce 


Nova Scotia.—In January, the Executive Committee 
of the Hospital Association of Nova Scotia and Prince 
Edward Island presented a brief to the Nova Scotia Com- 
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pensation Board Commission, requesting various changes 
in the arrangements of the Compensation Board with the 
hospitals of the province. 

e + * 

Ottawa, Can.—Complaints have been received at 
Ottawa for some time concerning radio interference by 
high frequency and other physiotherapy apparatus used 
by doctors and hospitals. The Controller of Radio has 
been giving special consideration to this situation for some 
time, and is endeavoring to find a solution which will not 
impose undue hardship on hospitals and_ practitioners 
using such apparatus. So far no report has been received. 

¢ » = 


REGINA, SAsK.—Doctor Eric Massig of the Patholog- 
ical Laboratory of the Provincial Health Department is 
acting as pathologist at the Regina General Hospital, fol- 
lowing the resignation of Doctor R. C. Riley at the be- 
ginning of the year. 

‘ *£ & 

SASKATOON. SASK.—Certain charges against the officials 
of the Saskatoon City Hospital, to the effect that they had 
acted improperly in having a patient of the hospital trans- 
ported to another part of the province rather than have 
her remain in Saskatoon, were not substantiated by a 
Special Committee of the Board of Governors, which, in 
a recent report, completely vindicated the hospital officials 
involved from the charges laid against them. It was found 
that the discharge of the patient from the hospital could 
in no way account for her subsequent death, and that 
every consideration was shown by the officials in arrang- 
ing for the discharge and transportation of the patient. 

. * = 


Toronto, Ont.—Special nurses in hospitals in Toronto 
will operate under an 8-hour schedule in the future. Effec- 
tive January the 15th, special nurses will receive $4.00 per 
day, and 1 meal; hitherto, nurses were receiving $5.00 a 
day for 12 hours, and the patient paid $1.25 to the hos- 
pital for the meals of each nurse. For 24 hours of nurs- 
ing, the cost to the patient, under the new plan, will be 
$13.25, as the charge will be but $1.25 for all meals. 
Under the old plan, the cost for 24 hours of service was 
$12.50. As a great many patients will employ nurses for 
2 shifts rather than 3, the actual cost to the patient, under 
such circumstances, will be considerably less for almost 
the same amount of nursing. It is hoped that the plan will 
distribute work over a larger group of nurses, make the 
work of the nurses more efficient, and make their lives 
“more liveable.” 


* * * 
Construction 


Money is being raised to erect a small hospital at War- 


burg, Alberta. 
* ok Ok 


Work has been started on the small hospital at Hawk 
Junction, Ontario. 
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A small hospital is being planned to serve the district 
around Elnora in Alberta. 


* * 2K 


The addition to the hospital at Berwick, Nova Scotia, 
will be started in the spring. 


* * * 


An additional wing is proposed for the 27-bed Lady 
Minto Hospital at Melfort, Saskatchewan. 


oK ok * 


The cornerstone of the St. Lawrence Tuberculosis San- 
atorium near Cornwall was laid on January the 7th. 


oe” 3s 


Mr. Harold Smith of Toronto, has been named archi- 
tect for the proposed new wing of the Oshawa General 


Hospital. 
ae 


A bequest of $25,000 to the hospital at Welland, On- 
tario, from the estate of the late Susan S. Near of Tor- 
onto, has been announced. 


* * * 


The Minister of Health, Dr. F. R. Davis, recently stated 
that the Nova Scotia Government was willing to equip 
two 30-room annexes to Glace Bay hospitals for the care 
of tuberculosis patients. 

* 2» * 


Messrs. Govan, Ferguson and Lindsay of Toronto, 
have been appointed architects for the new addition at 
the Norfolk County Hospital at Simcoe, Ontario. Twenty 
beds will be added and the costi will be $35,00 to $40,000. 
It is anticipated that tenders will be called for in March. 











INDIVIDUAL TEA BAGS OR BULK 
So HOSPITALS 





Cartons of 500 orl00O0 Bags 
R. B. HAYHOE & CO., LTD. 


7FRONT ST.E. TORONTO. CANADA 


Send us sample 
order. We ship same 
day as order received. 























Sydenham Hospital Courses of Instruction 
for Technicians 
X-Ray (Radiology) 


Three months instruction in 
X-ray technique, including 
X-ray therapy service. 


Laboratory 
laboratory technique. 


Electrocardiography Basal Metabolism 


One month instruction in 
electro-cardiography. metabolism. 


COMBINATION COURSES 
consisting of 


1. Radiology and Laboratory. 
2. Radiology, Laboratory, Electro-cardiography and 
Basal Metabolism. 


Those eligible are nurses, college or high school graduates. 


Classes form the first of each month. 


For information write: 


DR. A. S. UNGER, Secretary—Board of Governors 
565 Manhattan Avenue, New York, N.Y. 


Eight or six months course in 


One month instruction in basal 
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PHARMACEUTICAL 


ALCOHOLS 


HIGHEST QUALITY—BEST SERVICE 


Whatever your requirements may be for Industrial, 
Pharmaceutical or Rubbing Alcohol, we can supply 
the type you need. 


GOODERHAM & WORTS, LIMITED 


INDUSTRIAL ALCOHOL DIVISION 
2 Trinity Street, Toronto, Canada. Telephone: EL. 1105 














Gsis Woven Names 


SAVE MONEY 
INSURE ORDER AND SANITATION 


Economy is vitally important these days, and your linen bills 
must be kept down. Lost towels, mislaid sheets, wrongly 
used linen mean losses in money, in time, in orderliness, in 
sanitation, in good management. That is why more hospitals 
are constantly using CASH’'S WOVEN NAMES to mark all 
linen and the wearables of nurses, physicians, attendants. 
CASH’S NAMES identify instantly, prevent loss or misuse, 
cut replacement costs. They are the sanitary, permanent, 
economical method of marking. 
Write and let us figure on your needs—whether institutional 
or personal. A folder of styles and samples with full in- 
formation will be sent on request. 
ames og nae se 
$1. 9 


Gta Snes —— $3.00 


J. & J. CASH, INC. 


167 GRIER ST., BELLEVILLE, ONT. 
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Significant Decision on Negligence Charge 
Won by Hospital 


HE Toronto General Hospital has successfully 

appealed a decision (Vuchar v. Trustees, Toronto 

General Hospital) requiring it to pay damages for 
injuries received by a public ward patient suffering from 
puerperal sepsis and who was burnt on the thighs by the 
alleged negligence of the hospital’s servants in using an 
electric heat cradle. The judgment of the Court of Ap- 
peal (Rowell, C.J.O., Middleton, J.A., and Masten, J.A.) 
is particularly valuable, because it contains an exhaustive 
analysis of the principles laid down in a number of lead- 
ing decisions frequently quoted in hospital suits. 


The “master and servant” relationship is analyzed and, 
in discussing the Hillyer v. Governors of St. Bartholo- 
mew’s Hospital decision, emphasis is laid upon the prin- 
ciple established that the hospital, in undertaking “that 
the patient whilst there shall be treated only by experis, 
whether surgeons, physicians or nurses, of whose profes- 
sional competence the governors have taken reasonable 
care to assure themselves” does not assume responsibility 
for their negligence “in some matter of professionai care 
or skill, or neglect to use, or use intelligently, in his treat- 
ment the apparatus or appliances which are at their dis- 
posal.” At the same time the hospital is held responsible 
for the due performance by its servants of their purely 
ministerial or administrative duties. 

After reviewing and analyzing various decisions, the 
decision was brought down to the question of whether the 
nurse in using the electric cradle was exercising her “pro- 
fessional skill’ under the instructions of the surgeon in 
charge or was she merely performing a “routine or ad- 
ministrative duty” under the direction and control of the 
hospital. The Trial Judge had found that the use of the 
electric cradle was purely a matter of routine duty on the 
part of the nurse and, therefore, had held the hospital 
responsible for her actions. 

The Court of Appeal found, however, that professional 
skill was exercised by the nurses in operating the cradle. 
Various factors determined the number of bulbs to be 
used, the length of exposure, distance, etc. No set rules 
of operation were defined, the objective being to apply all 
heat possible to localize the infection; the duty of the 
nurse was to exercise her own judgment. In this respect 
the case differed from the Nyberg case, where the routine 
of hot water bottle use determined the issue or the some- 
what similar adverse decision of Lavere v. Smith Falls 
Public Hospital, where it was held that the nurse in plac- 
ing an overheated brick in the bed was performing a 
routine duty and not acting under the control and direc- 
tion of the doctors. In this present case, it was decided 
that “the nurse in determining the number of lights to be 
lighted and the degree of heat to be applied was necessar- 
ily exercising her professional knowledge and skill, and 
not performing a routine duty.” The appeal was allowed 
and the action was dismissed with costs, if asked. 

In supporting the Chief Justice, Mr. Justice Masten 
pointed out that the hospital is not responsible for negli- 
gence on the part of the medical staff, including the house- 
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men or interns, when they are acting in a professional as 
distinguished from an administrative capacity. The posi- 
tion of the intern “is highly analogous to that of the nurse 
for, like her, he is at all times, and remains throughout, 
an employee of the hospital.” Mr. Justice Middleton 
noted that the difficulty arose here because of the absence 
of a clear contract between the patient and the hospital 
at the time of the patient’s admission, and could not “help 
wondering why the hospital does not always insist on a 
clear understanding. The duties undertaken by the hos- 

1 and the extent of the liabilities assumed should be 
accurately and fairly defined.” 


Michael Davis to Head Committee on 
Research in Medical Economics 


Announcement has just been made by Edwin R. Em- 
bree, President of the Julius Rosenwald Fund, that a grant 
of $165,000 over a five year period to the recently incor- 
porated Committee on Research in Medical Economics. 
Michael M. Davis, Ph.D., will be chairman, the other 
members being Robert E. Chaddock, Professor of Sta- 
tistics, Columbia University; Henry S. Dennison, Presi- 
dent, Dennison Manufacturing Company, Framingham, 
Mass.; Walton H. Hamilton, Professor of Law, Yale 
University and Director, Bureau of Research, Social Se- 
curity Board, Washington; Elvin S. Johnson, Director, 
New School for Social Research, New York; Paul U. 
Kellogg, Editor, The Survey Graphic, New York; Harry 
A. Millis, Professor of Economics, University of Chicago ; 
Fred M. Stein, retired banker, New York. 

There will also be an Advisory Board, of which the 
following physicians are now members ; Samuel Bradbury, 
M.D., Philadelphia; Alfred E. Cohn, M.D., New York; 
Alice Hamilton, M.D., Washington; Ludwig Hektoen, M. 
D., Chicago; and Franklin C. McLean, M.D., Chicago. 

The committee, with headquarters in New York City, 
will make studies in the economic and social aspects of 
medical care; will train personnel for this field, and, in 
co-operation with the medical profession and other agen- 
cies, will furnish information and consultation services in 
behalf of rendering medical care more widely available to 
the people at costs within'their means. 

The chairman of the committee has been the director 
of the department of medical services of the Rosenwald 
Fund. He is well-known to the hospital field for his active 
participation in many hospital activities in New York, 
Boston and Chicago, as an author on hospital subjects and 
more recently as chairman of the Council of the American 
Hospital Association. 


St. Thomas Memorial Hospital Appoints 
New Superintendent 
Miss Jessie Wilson, formerly assistant superintendent 
of the General Hospital, Brantford, is now superintendent 
of the Memorial Hospital, St. Thomas. 
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